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Abstract 
Lean is a philosophy applied within organisations through associated principles and 
tools to reduce inefficiencies.  The ‘promise’ of Lean is that organisations will be 
enabled to increase productivity whilst maintaining quality.  It has been widely 
adopted in healthcare to address the financial and quality challenges that face 
healthcare organisations across the world.  Lean principles and tools are central to 
quality improvement strategy in the English National Health Service and there are a 
plethora of books and publications aimed at healthcare staff promoting Lean 
principles and guiding the application of Lean tools.  In terms of empirical research, 
Lean in healthcare has been extensively studied but the dominant approach is 
positivist/post-positivist with prevailing assumptions of determinism and linear 
causality.  There are no studies that consider the humanistic elements of Lean; that 
is those that consider human agency, individuality and subjective experience. 
 
The aim of this study was to address the gap in the body of knowledge by exploring 
the human experience of Lean.  A phenomenological and symbolic interactionist 
case study of a Lean tool known as a Rapid Process Improvement Workshop 
(RPIW) was undertaken within an English Foundation Trust hospital.  Data related 
to the human, subjective, emotional experience of the RPIW was collected over one 
year through non-participant observation and semi-structured interviews.  The data 
was analysed using Thematic Network Analysis (Attride-Stirling, 2001) and revealed 
that participation in an RPIW is much more than a technical process.  It influences 
how people feel about themselves, is based on relationships with others, and 
requires mental, physical and emotional effort.  All of these factors influence 
engagement with, initiation of, and sustainability of the RPIW.  
 
A ‘Humanistic Framework for RPIWs’ is proposed which synthesises the published 
recommendations and research related to Lean and RPIWs with the study findings 
so that human, subjective and emotional experience is recognised in the 
implementation of an RPIW.  Key recommendations include aligning Lean activities 
to personal and professional values; developing an explicit ‘psychological contract’; 
selecting RPIW participants based on emotional connection and personality-type; 
facilitating the formation of social bonds; providing psychological support including 
re-framing the ‘performativity’ of RPIWs; and shared accountability for sustaining the 
RPIW.  The proposition is, that by recognising the humanistic elements of Lean in 
this way, appropriate practical and psychological support for RPIW participants may 
be provided, and longer-term impact and sustainability of RPIWs may be realised. 
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Chapter 1 FRAMING THE THESIS 
1.1 Introduction 
This Doctor of Philosophy (PhD) study focusses on a quality improvement 
philosophy known as ‘Lean’ (which is discussed in detail in Chapter 2).  The 
purpose of this introductory chapter is to provide brief but important background and 
context around the influences that led to the inception of this research into Lean in 
healthcare.  First, the target audience for the findings arising from the study are 
outlined and then the rationale and aim and objectives of the study are stated. 
 
1.2 Target audience for the study 
The focus of this study is on the application of Lean in healthcare, specifically, the 
application of Lean in an English National Health Service (NHS) Foundation Trust 
hospital.  Therefore, the findings are relevant for healthcare policymakers, 
commissioners, senior leaders and improvement, safety and governance leads in 
the NHS.  Furthermore, as this study is the first to explore the human experience of 
Lean and offers unique insight into the application of Lean in practice, the findings 
will be of relevance to any organisations, globally, (in addition to healthcare and the 
NHS) where Lean is applied. 
 
1.3 Background and rationale for the study 
This study came about through my experience of Lean improvement projects in 
healthcare.  From 2005-2009, this was as a clinician and manager responsible for 
leading service improvement in allied health professional services within the NHS 
Trust in which I worked.  From 2009 to the present day, this has been as a Senior 
Lecturer in Service Improvement where I support clinicians, administrators and 
managers across healthcare, social care and the voluntary sector with their Lean 
improvement projects. 
 
1.3.1 Influences from clinical practice 
As the Head of Service for allied health professionals, I was tasked with operational 
targets related to quality.  The focus was on efficiency savings during the mid-late 
2000 period as the United Kingdom faced the worst recession since the Second 
World War (Allen, 2010).  I attended Lean training, introducing me to the principles 
underpinning Lean philosophy and the tools used to implement those principles.  
The expectation was that I would cascade this learning and lead a range of Lean 
improvement projects with the aim of increasing productivity.  With no prior formal 
 18 
training in service improvement I assumed that by following the processes as 
detailed in my training, the projects I led would result in the improvements in quality 
that I expected.  The experience was, however, not as simple as this.  I faced 
challenges that were not acknowledged in my training.  This included, but was not 
limited to, complexity in decision-making (many issues crossed organisational 
boundaries and involved multiple stakeholders); opposition to the changes 
proposed; internal politics (power and influence not related to organisational 
hierarchy); and organisational restructure and staff changes (including my own role).  
I started to question the ‘promise’ that was made in the Lean training that applying 
Lean principles and tools would guarantee predicted service improvements. 
 
1.3.2 Influences from academic practice 
As a result of organisational restructure, I sought alternative employment and 
succeeded in obtaining a position as Senior Lecturer in Service Improvement at a 
university.  A key part of my new role was to support postgraduate students with 
their improvement projects.  All of the projects were based on Lean principles as 
organisations in the local area adopted Lean as part of their improvement strategy.  
I soon found that my students’ experiences of Lean improvement reflected my own.  
That despite following the prescribed steps to implement Lean principles through the 
use of Lean tools, improvement efforts were difficult, complex and sometimes 
unsuccessful.  As students were evaluating their projects as part of an academic 
course, we critically evaluated process and outcome.  In every case, the challenges 
they faced related to the human dimensions of change.  This is a recognised 
concept within quality improvement in healthcare: 
 
“Many change projects fail, and the most commonly cited reason is neglect 
of the human dimensions of change” 
 (NHS Institute for Innovation and Improvement, 2005, p.3) 
 
However, this concept was not part of my ‘Lean training’.  I developed a curiosity as 
to how a prescriptive improvement approach works within the complex, social world 
of healthcare.  Particularly, I questioned why the humanistic elements of Lean were 
not acknowledged.  The operationalisation of Lean principles in practice was 
presented as a set of processual steps to follow through the use of Lean tools.  
There was no recognition that it is people, who are sentient human beings and 
interpret the world around them and behave in accordance to this interpretation, 
who apply and engage (or not) with Lean principles and tools.  I believed this to be a 
fundamental concept of Lean that was, in my experience, disregarded. 
 19 
1.3.3 Problem identification 
The promise of Lean to deliver improvements in efficiency, particularly during 
periods of financial challenge, is clearly an attractive proposition.  However, the 
assumption that adherence to the steps to implement Lean principles in practice will 
inevitably result in desired improvements in quality and productivity has not, in my 
and my students’ experiences, been the case.  The real-life experience has been far 
more complex and unpredictable with variable outcomes.  The problem is that the 
dominant mechanistic approach to Lean does not acknowledge that is it people who 
implement Lean principles; not automatons.  Understanding around how people feel 
about Lean, their emotional responses, behaviours and subjective experience of 
Lean is lacking.  As Lean only comes into being through people, a fundamental part 
of understanding Lean in practice is missing.  Which leads to the question, what is 
the human experience of Lean?  If the experience of those who are fundamental 
to the application of Lean principles in healthcare practice is explored, the effect of 
that experience on Lean implementation may be identified, and the factors affecting 
the success (or not) of Lean improvement may be revealed. 
 
The concept of Lean as a philosophy and its principles and tools will be explained in 
more detail in Chapter 2.  However, it is important at this point to introduce the Lean 
tool that was the focus of this study because the research objectives relate 
specifically to a Lean tool known as a Rapid Process Improvement Workshop 
(RPIW).  This Lean tool was selected as a means to explore the human experience 
of Lean because it is the most commonly used tool in healthcare (Branco, Wicks 
and Visich, 2017) and is widely applied across the NHS (see for example: NHS 
Improvement, 2017a; 2018a). 
 
1.4 Aim and objectives 
Based on the overarching research question, ‘what is the human experience of 
Lean?’ and to understand how people feel about Lean and the effect their subjective 
experience may have on the application of Lean in practice, the aim and objectives 
of this study are: 
 
Aim:  
To explore the human experience of Lean as experienced through a Rapid 
Process Improvement Workshop (RPIW) 
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Objectives: 
 To reveal the emotional experience of participating in an RPIW 
 To identify what aspects of an RPIW evoke emotional responses 
 To explore how individual’s emotional experience influences the RPIW 
process 
 
The rationale for focussing specifically on emotions as part of the human experience 
of Lean came about through the inductive and emergent nature of this study and will 
be critically discussed in Chapter 4. 
 
1.5 Structure of thesis 
This thesis has nine chapters as illustrated in Figure 1.1, with supporting documents 
provided in the Appendices.  Chapter 1 has provided the background and rationale 
for the study and stated its aim and objectives.  Chapter 2 presents an overview of 
Lean and RPIWs in healthcare and the NHS.  Chapter 3 synthesises the empirical 
literature pertaining to Lean in healthcare and highlights gaps in knowledge; a 
conceptual framework for the planned study is then presented.  Chapter 4 critically 
discusses the philosophical foundations underpinning the study and the methods 
applied to collect and analyse the data.  Human experience is central to this thesis 
so in Chapter 5 the reader is provided with a vicarious experience of the RPIW as 
experienced by participants in the study.  This is followed by an analysis of key 
findings in Chapter 6.  Chapter 7 returns to the underlying assumptions around 
Lean in healthcare and synthesises the findings of the study in relation to the extant 
Lean healthcare literature and contemporary healthcare quality improvement 
literature; based on this synthesis, implications for practice are offered and a 
conceptual framework for the application of RPIWs is presented.  The philosophical 
assumptions raised in Chapter 4 are then re-visited in Chapter 8 as the notion of 
researcher as co-constructor of the case is critically discussed alongside personal 
reflections on the research process.  Finally, Chapter 9 presents overall conclusions 
of the study, highlights the unique contribution to knowledge this study makes, and 
provides recommendations for future research.
 21 
 
 
 
Figure 1.1 Structure of thesis 
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1.6 Summary 
This chapter has outlined the structure of this thesis and the target audience for the 
findings of the study.  The inception of the research, based on experiential evidence 
of the author, has been explained and the resultant aim and objectives of the study 
stated.  The next chapter explores the background and context for quality 
improvement in the NHS, detailing what Lean is in terms of its definition, roots and 
application to healthcare.
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Chapter 2 OVERVIEW OF LEAN 
2.1 Introduction 
The purpose of this chapter is to provide background to the adoption of Lean in the 
National Health Service (NHS) by presenting contextual information related to 
quality improvement in the NHS.  This is followed by an overview of Lean in terms of 
its definition, roots and application to healthcare, and an explanation of Rapid 
Process Improvement Workshops (RPIW) – the Lean tool that was the focus of this 
study. 
 
2.2 Background to quality improvement in the National Health Service 
The NHS in England faces immense challenges to improve patient care at a time of 
financial constraint, rising demand and changing health and social demographics 
(Ham, Berwick and Dixon, 2016).  The resultant pressures across the NHS are “real 
and growing” (NHS England and NHS Improvement, 2016, p.3).  NHS England’s 
strategy document ‘Five Year Forward View’ (NHS England, 2014) highlights the 
scale of the gap between NHS spending against available resources.  The report 
sets out how NHS organisations will be expected to close this gap by 2021, calling 
for unprecedented efficiency savings in healthcare costs of £22 billion.  Alongside 
this, the potential for hospitals to contribute savings of £5 billion every year by 
2020/21 through enhancing productivity and efficiency is suggested in Lord Carter’s 
NHS productivity review (Lord Carter of Coles, 2016). 
 
Pressures on NHS resources are growing in relation to an ageing population (Office 
for National Statistics, 2017); increasing prevalence of long-term conditions and co-
morbidities (Department of Health, 2012a); unmet need in mental health and intense 
pressure on primary and emergency care (NHS England and NHS Improvement, 
2018; NHS Improvement, 2017b); growing health risk factors such as obesity and 
alcohol misuse (Health and Social Care Information Centre, 2015; 2016); rising 
patient and public expectations and rapidly advancing innovations in medical care 
(NHS England, 2017).  It is estimated that growing demand, if not met through 
efficiency and funding measures, will lead to a mismatch between resources and 
patients’ needs by nearly £30 billion per year by 2020/21 (NHS England, 2014). 
 
While great advances have been made in the performance of the NHS and health 
outcomes achieved over recent years even in the face of these challenges, pressure 
to improve remains strong.  Health inequalities continue to exist in the United 
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Kingdom (UK) (Office for National Statistics, 2015); waiting times for hospital 
treatment are rising (Murray et al, 2018); public satisfaction with the NHS has fallen 
(Robertson, Appleby and Evans, 2018); and demands on the NHS continue to rise 
(NHS England, 2017b). 
 
In an attempt to manage the challenges facing the NHS and address performance 
issues each successive government, to the present day, have regulated and 
restructured the NHS from The Hospital Plan (House of Commons, 1962) and 
structural reorganisation in the 1960s (Robinson, 1968); to the NHS Reorganisation 
Act in the 1970s (Great Britain, 1973); the creation of an internal market in the 
1990s (Great Britain, 1990); and the greatest re-structure in the history of the NHS 
through the NHS Health and Social Care Act in 2012 (Great Britain, 2012).  
Arguably, structural and regulatory fixers are not appropriate mechanisms by which 
to manage the challenges faced by the NHS as the reforms address the 
organisation of departments and reporting structures rather than how care is 
delivered.  Indeed, The Kings Fund argue that constant restructuring stifles the 
ability of staff working within the system to deliver high quality care (Ham, Dixon and 
Brooke, 2012).  This problem was highlighted by Francis (2013) in his review of the 
Mid Staffordshire healthcare failings where the focus was found to be on financial 
and governance issues rather than quality issues.  Such situations can lead to a 
gradual ‘erosion of care’ (McSherry et al, 2018; DeVries and Timmins, 2016). 
 
Given the on-going period of austerity in which the NHS is operating, there is a risk 
of a finance-focused view of healthcare driving policy and provision.  Indeed, the 
£22 billion efficiency savings is widely cited as the key challenge for the NHS.  
Consideration must also be given to the value of healthcare such as patient 
experience and health outcomes (Alderwick et al, 2015).  Healthcare organisations 
are therefore required to find new ways of working that ensure care is safe, 
effective, person-centred, accessible/timely/affordable, efficient, and equitable (The 
National Academies of Science, Engineering and Medicine, 2018); and to do so 
within current, if not reduced budgets.  Quality improvement through the elimination 
of waste and increasing efficiency whilst simultaneously improving quality and 
safety, have become the priority for NHS organisations (Healthcare Financial 
Management Association and NHS Improvement, 2017). 
 
Ham, Berwick and Dixon (2016, p.3) argue that the “English NHS cannot hope to 
meet the healthcare needs of the population without a coherent, comprehensive, 
unifying and sustained commitment to quality improvement as its principal strategy”.  
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They define quality improvement as “designing and redesigning work processes and 
systems that deliver healthcare with better outcomes and lower cost” (p.3).  Indeed, 
over recent years there has been a proliferation of Department of Health (DH) 
strategy and policy documents with quality and productivity as the main focus (for 
example: DH, 2008, 2009, 2010a, 2010b, 2012b; NHS England, 2013, 2014, 2016).   
 
However, these strategy and policy documents are necessarily broad and do not 
provide operational guidance; that is, what to do in practice to implement 
improvements to realise quality and productivity gains.  Where improvement efforts 
have been made in healthcare organisations, there is criticism that the changes are 
atheoretical because “they may not consider theories or frameworks that could help 
predict success or inform development [there is] a gap in what is known about how 
best to improve quality in healthcare” (The Health Foundation, 2011, p.4).  As a 
result, healthcare organisations have turned to ‘improvement science’ to guide their 
improvement efforts.  Improvement science is defined as: 
 
“an applied science that emphasizes innovation, rapid-cycle testing in the 
field, and spread in order to generate learning about what changes, in what 
contexts, to produce improvements.  It is characterized by the combination of 
expert subject knowledge with improvement methods and tools”  
(Institute for Healthcare Improvement, 2018a, no page) 
  
The improvement methods and tools characterising improvement science have 
been derived from engineering and manufacturing and have been widely applied in 
healthcare (Powell, Rushmer and Davis, 2009).  The most commonly used methods 
have been Business Process Re-engineering, Total Quality Management, The 
Model for Improvement and Six Sigma (Powell, Rushmer and Davis, 2009).  The 
definitions of these methods are provided in Table 2.1. 
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Table 2.1 Definition of quality improvement methods 
Quality 
improvement 
method 
Definition 
Business 
Process Re-
engineering 
“The fundamental re-thinking and radical redesign of business 
processes to achieve dramatic improvements in critical, 
contemporary measures of performance, such as cost, 
quality, service, and speed” (Hammer and Champy, 1995, 
p.32) 
Total Quality 
Management 
“An integrated, corporately-led programme of organizational 
change designed to engender and sustain a culture of 
continuous improvement based on customer-orientated 
definitions of quality” (Joss and Kogan, 1995, p.37) 
The Model for 
Improvement 
“A simple yet powerful tool for accelerating improvement…the 
model has two parts: three fundamental questions [what are 
we trying to accomplish, how will we know that a change is an 
improvement, what change can we make that will result in 
improvement], which can be addressed in any order [and] the 
Plan-Do-Study-Act (PDSA) cycle to test changes in real work 
settings”  (Institute for Healthcare Improvement, 2018b, no 
page) 
Six Sigma “A disciplined, project-orientated, statistically based approach 
to reducing variability, removing defects, and eliminating 
waste from products, processes and transactions” 
(Montgomery and Woodall, 2008, p.329) 
 
Many of the methods (in Table 2.1) are based on the work of engineers Walter 
Shewhart, Edward Deming and Joseph Juran; their scientific engineering influence 
is evident in the cyclical and objective data-driven improvement nature (Boaden et 
al, 2008).  It is difficult, however, to clearly distinguish one approach from the other 
as at minimum they differ only in emphasis (Dale, et al, 2007) and they employ 
similar tools and techniques (Powell, Rushmer and Davis, 2009).  Despite this 
cross-pollination of concepts, one approach that provides a definitive set of 
principles and has gained particular attention in healthcare since 2001 (Black, 2008) 
is Lean.   
 
2.3 What is Lean? 
Lean is a term used to describe a philosophy or a way of thinking (Protzman, 
Mayzell and Kerpchar, 2011): 
 
“Lean is a philosophy that when implemented reduces the time from 
customer order to delivery by eliminating sources of waste in the production 
flow”  
(Liker, 1996, p.481) 
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“Lean thinking… provides a way to specify value, line up value-creating 
actions in the best sequence, conduct these activities without interruption 
whenever someone requests them, and perform them more and more 
effectively.  In short, lean thinking is lean because it provides a way to do 
more and more with less and less – less human effort, less equipment, less 
time, and less space – while coming closer and closer to providing 
customers with exactly what they want”  
(Womack and Jones, 2003, p.15) 
 
Lean is, therefore, about increasing customer value through the elimination of waste 
from the system and reducing resource utilisation (The Lean Enterprise Academy, 
2018).  Waste is regarded as any activity that uses resource but provides no value 
and may include errors, waiting, unnecessary movement, transportation or 
processing steps (Womack and Jones, 2003).   
 
With roots in the theory of Taylor’s Scientific Management1 (Taylor, 1911) the best-
known example of Lean is the Toyota Production System (TPS); indeed, Lean and 
TPS are often used synonymously (Bercaw, 2013).  Building on Ford’s car 
manufacturing mass production in the 1950’s, development of the TPS is credited to 
Toyota’s engineer Taiichi Ohno (Samuel, Found and Williams, 2015).  As a 
production system, TPS is characterised by a systematic approach to the 
organisation of all processes to eliminate waste and ensure value to the customer 
flows swiftly and smoothly (Samuel, Found and Williams, 2015).  The TPS is 
underpinned by Toyota’s corporate philosophy known as ‘The Toyota Way’ which 
includes two main pillars: Continuous Improvement and Respect for People and is 
supported by five values (see Figure 2.1).  All employees receive training in ‘The 
Toyota Way’ and are expected to hold those values and comply with the expected 
behaviours (Toyota Motor Corporation, 2012). 
 
                                               
1 Scientific Management is an approach to work organisation developed by mechanical 
engineer, Frederick Taylor in the early twentieth century.  It is based on the scientific study of 
work, emphasising the division of labour, maximising productivity and removing human 
discretion (Burnes, 2014) 
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Figure 2.1 The Toyota Way 2001 
The term Lean was first coined by John Krafcik (1988) following research into the 
superior performance of the TPS compared to Western car manufacturing.  
Subsequently, several authors have published books to espouse the benefits of the 
TPS for organisations.  These include ‘The Toyota Way: 14 Management Principles 
from the World’s Greatest Manufacturer’ (Liker, 2004); ‘Lean Production: 
Implementing a World-Class System’ (Black, 2008); and, often cited as the book 
that popularised Lean world-wide, ‘The Machine That Changed The World’ 
(Womack, Jones and Roos, 1990; 2007).  The commonality amongst these 
popularist Lean publications is the uncritical promotion of Lean as a fail-safe solution 
to organisational problems (namely productivity and quality) through the processual 
application of Lean principles.  Although the authors of these publications have 
academic backgrounds, their lack of critical evaluation of Lean may relate to the 
emergence of Lean from industry, rather than academia, and the business nature of 
Lean consulting.  That is, it is in the business interest of these authors, who have all 
founded Lean management consulting and training organisations2, to promote the 
                                               
2 John Black: founder, president and CEO of John Black Associates Lean Healthcare 
Consulting (see www.johnblackandassociates.com) 
Jeff Liker: founder and president of Liker Lean Advisors (see www.likerleanadvisors.com) 
James Womack: founder and senior advisor of the Lean Enterprise Institute (see 
www.lean.org) 
Dan Jones: founder and chairman of the Lean Enterprise Academy (see www.leanuk.org) 
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uptake of Lean as a business improvement model and therefore a market for Lean 
management consulting and training support. 
 
Following the success of ‘The Machine That Changed The World’, Womack and 
Jones (2003) developed five key principles to guide Lean implementation.  These 
principles (summarised in Box 2.1) assume that organisations comprise processes 
which relate to the concepts of value, elimination of waste and continuous 
improvement (Radnor, 2011).  
  
1. Value – as defined by the customer in terms of a specific product or service 
which meets their needs at a specific price at a specific time.  Any activity 
which does not create value is termed waste and must be eliminated 
2. Value Stream – the set of specific actions required to bring about the 
specific product or service 
3. Flow –sequencing the value adding activities in an order that allows 
continuous flow 
4. Pull – provide exactly what the customer wants when the customer wants it; 
the customer pulls the product or service rather than the provider pushing 
the product or service onto the customer 
5. Perfection – accurately specifying value, identifying the value stream, 
making the value-creating steps flow continuously and letting customers pull 
value leads to perfection 
Box 2.1 Lean Principles (Womack and Jones, 2003) 
 
To apply these principles in practice, there are many tools associated with Lean.  
Proponents of Lean warn against the danger of viewing the philosophy as a set of 
tools (Toussaint and Berry, 2013; Bicheno, 2008), but acknowledge that they do 
serve a practical purpose as part of an overall Lean strategy (Bicheno, 2004, 2008).  
The most commonly used tools are summarised in Table 2.2, using the 
categorisation of tools by Burgess (2012).  They include tools to visualise the 
process, to reduce errors, to improve flow, to diagnose the root cause of problems, 
and to structure improvement activities. 
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Table 2.2 Lean tools 
Lean tool Description 
Tools for mapping 
Value stream 
mapping 
An information flowchart that crosses service/department boundaries and details all value-added and non-value added 
activities to deliver a product or service (NHS Institute for Innovation and Improvement, 2007a) 
Process mapping A map of the steps in a discrete process (Bicheno, 2008) 
Spaghetti 
diagrams 
A visual representation of movement of products, services or people. Often used in healthcare to map the physical 
steps clinical staff take in the course of a shift (Burgess, 2012) 
Tools to prevent errors 
Visual 
Management 
A visual aid to inform any person of the current state of operation.  Often used in hospital ward settings to summarise 
essential patient information on a whiteboard, known as Patient Status at a Glance or to detail current target 
performance known as RAG (Red, Amber, Green) ratings (Burgess, 2012) 
Pokayoke Translated as ‘mistake proofing’. Designing equipment or procedures such that errors are minimised or not possible. 
For example, a petrol fuel nozzle that does not fit into a diesel car or distinct labelling of medicines (Eaton, 2009) 
Tools for flow 
Standard Work All work should be standardised and unambiguous (Eaton, 2009); Standard Operating Procedures detail the work 
requirements e.g. the World Health Organisation Surgical Safety Checklist (National Patient Safety Agency, 2009) 
5S A structured approach to standardising physical resources related to organisation, order and cleanliness.  The 5S steps 
are: sort, straighten, sweep, standardise, sustain (Eaton, 2009) 
Tools for Improvement 
PDSA A continuous improvement cycle that involves understanding the problem (plan); implement a pilot change (do); 
analyse the effects of the pilot change (study); amend the change or implement the change fully (act) (Langley et al, 1996) 
Kaizen events Kaizen events, often referred to as Rapid Process Improvement Workshops, are a short, concentrated improvement 
activity that occurs over 3 to 5 days with a cross section of workers involved with the process under review (Bicheno, 
2008) 
5 Whys The analysis of a problem that involves asking ‘why’ (usually five times) until the root cause is identified (Bicheno, 2008) 
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The commonality of these tools is the prescribed approach to their application and 
the assumption that organisations comprise processes alone; that is, there is no 
acknowledgement of people.  In effect, Lean philosophy, principles and tools 
operate within the metaphor that Suchman (2011) refers to as ‘organisations-as-
machine’.  Such a metaphor leads to “detailed blueprints for desired changes”, such 
as the application of Lean principles and tools, and “unrealistic expectations of 
control” (Suchman, 2011, p.43). 
 
Nevertheless, given the promise of Lean to enable organisations to “do more and 
more with less and less” (Womack and Jones, 2003, p.15), there has been 
widespread adoption of Lean across sectors.  These include aerospace, electronics, 
construction, financial services, education and healthcare (Samuel, Found and 
Williams, 2015).  Given the focus of this thesis, the next section attends to Lean in 
healthcare. 
 
2.4 Lean in healthcare 
Several healthcare organisations across the world have adopted Lean as the 
philosophy underpinning their strategic and operational management systems.  An 
early pioneer was the Virginia Mason Medical Centre (VMMC) in Seattle, United 
States of America (USA).  The organisation is heralded as the ‘gold standard’ after 
applying Lean principles and tools to turn around an economically challenged 
organisation that was performing poorly in quality and safety (Kaplan and Patterson, 
2008; Black and Miller, 2008).  The resulting ‘Virginia Mason Production System’ 
(VMPS) has been emulated in the UK and worldwide with benchmark organisation 
examples including the ‘North East Transformational System’ (NETS) in the North 
East of England (Erskine et al, 2009), Bolton NHS Foundation Trust (FT) 
(Fillingham, 2007), the ‘Thedacare Improvement System’ in Wisconsin, USA 
(Toussaint, 2009) and Flinders Medical Centre in Adelaide, Australia (Ben-Tovim et 
al, 2007).  The drive to implement Lean in these organisations is cited as being an 
inability to meet rising demands in both healthcare consumption and costs, poor 
quality and safety levels, and waste within processes and systems.  Lean is 
therefore viewed as a potential solution to the quality and financial pressures facing 
healthcare organisations across the world.   
 
As well as organisation-wide adoption of Lean in UK healthcare, such as NETS, 
Lean principles and tools have been promoted widely across the NHS.  Promotional 
material first appeared in 2001 through publications from the NHS Modernisation 
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Agency (Brandao de Souza, 2009) and Lean toolkits and frameworks aimed at NHS 
managers and clinicians proliferated from 2004 (NHS Modernisation Agency, 2004; 
NHS Improving Quality, 2014a; NHS Institute for Innovation and Improvement, 
2007a, 2007b, 2007c, 2007d, 2007e, 2007f).  In 2007, the promotion of Lean in the 
NHS advanced further through the development of The Productive Ward: Releasing 
Time to Care™ provided by the NHS Institute for Innovation and Improvement (NHS 
Institute for Innovation and Improvement, 2007g).  This modular box-set provided 
learning and activities for NHS staff to work through to implement Lean in their 
workplace and the programme (along with its counterparts such as The Productive 
Community and The Productive Theatre) diffused rapidly throughout the NHS in 
England (Bevan, 2009; Morrow et al, 2010).  Descriptive case stories of the 
programme suggested that it could reduce the amount of time nurses spend on 
activities not related to patient care, improve patient and staff satisfaction, reduce 
costs, and lead to better patient safety (Allsopp et al, 2009; Anthony, 2008; Farrell 
and Casey, 2011; Bloodworth, 2009; Mumvuri and Pithouse, 2010; Lennard, 2012; 
Armitage and Hingham, 2011).  However, the programme failed to sustain.  This 
may, in part, be due to initial enthusiasm for the programme abating (Morrow et al, 
2010; Morrow et al, 2011; NHS Institute for Innovation and Improvement, 2011; 
Davis and Adams, 2012) and, in part, due to the programme resources no longer 
being freely available.  Following the closure of the NHS Institute for Innovation and 
Improvement in 2013, ownership of the Productive Series was transferred to a 
commercial company (The National Archives, 2015).  NHS organisations could still 
access the material but at a cost.  Those materials are now no longer available3 so it 
may be assumed that the programme is no longer being implemented within the 
NHS due to the prohibitive costs following the transfer of ownership to a commercial 
company, and now due to the lack of availability of the resources. 
 
There is concern as to whether Lean in healthcare has reached a ‘glass ceiling’ 
whereby efficiency gains are seen in the short-term but that in most cases efforts 
stall or fail to become more wide-spread (Radnor, Holweg and Waring, 2012).  Lean 
healthcare benchmark organisations report limitations with their Lean efforts.  Eight 
years after adopting Lean, Barnas (2011, p.1) from Thedacare stated: 
 
 “our experience seems to mirror what other observers have found with Lean  
implementation.  After initial successes improvements seem to plateau.”   
                                               
3 Checked on 29th August 2018 via The National Archives website for Productives (The 
National Archives, 2015) 
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In the case of Bolton NHS FT, despite being heralded as a UK example of 
successful Lean transformation, the English NHS regulator ‘Monitor’ (now part of 
NHS Improvement) applied its formal powers of intervention because the hospital 
was failing regulatory standards on performance and financial management 
(National Health Executive, 2012).  However, these issues have subsequently been 
addressed, a statement of compliance with regulations has been issued (Monitor, 
2015) and Bolton NHS FT is once again used as an exemplar of Lean 
transformation (Jabbal and Lewis, 2018).   
 
From the VMMC, Blackmore et al (2013) describe how they tried to facilitate 
continuous improvement through the use of Plan-Do-Study-Act cycles, daily 
meetings and regular review of quality improvement efforts and their progress.  This 
was against a backdrop of an organisation that had a governance structure, 
organisational readiness and organisational culture deemed necessary to support 
effective Lean implementation.  Yet the improvement efforts were not sustained, and 
continuous improvement was not achieved.  The authors suggest that the issue was 
a process improvement focus of staff working in the department.  Indeed, it has 
been suggested that Lean is applied to healthcare in a piecemeal, fragmented and 
disjointed manner (Balle and Regnier, 2007; Young and McLean, 2008; Proudlove, 
Moxham and Boaden, 2008) with “...little evidence of the complete Lean philosophy 
being applied in the public sector...” (Radnor et al, 2006 p.85).  The perception of 
Lean as a set of technical tools to improve processes is regarded as the reason why 
Lean may fail to sustain (Poksinska, 2010; Hines, Holwe and Rich, 2004; Mazzocato 
et al, 2010;  Holden, 2011; Brandao de Souza and Pidd, 2011; Burgess and Radnor, 
2013; Burgess, 2012; Matthias and Buckle, 2016) and is something Seddon (2005) 
refers to as the ‘toolhead’ mentality.   Complete adoption of the Lean philosophy is 
considered to be embedding of Lean principles through determining the role of Lean 
in the organisational vision, cascading this through policy, training staff in Lean 
principles, and ensuring broad use of Lean tools (Radnor et al, 2006; Seddon, 
2005).  Specifically, in the case of Bolton NHS FT which is regarded as an 
exemplar, or ‘Gold Standard’, Lean organisation in the UK (Jones and Mitchell, 
2006; Process Excellence Network, 2012), the previous application of Lean was 
deemed to be lacking as the focus was on quality improvement without regard for 
cost savings.  The Trust now uses a central ‘Programme Management Office’ to co-
ordinate Lean activities throughout the organisation and ensure a balance of focus 
between cost and quality (Jabbal and Lewis, 2018).   
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The solution to challenges with sustainability and effectiveness of Lean 
improvements is, therefore, deemed to be strategic management to influence 
employee behaviour.  As such, there is an assumption in the Lean literature and in 
the strategic management solutions which organisations apply, that successful 
(sustainable and effective) adoption of Lean may be realised through deterministic 
managerial control.  The question arises as to whether a continued focus on levers 
of control through strategic management is the answer to the problems exemplar 
Lean organisations have faced.  A fundamental aspect of Lean is persistently 
overlooked; that is humanistic elements. 
 
Nevertheless, irrespective of the sustainability and effectiveness issues pioneering 
Lean healthcare organisations have faced, the allure of Lean to provide outstanding 
standards of care at the same time as cost reductions remains at the fore of NHS 
improvement strategy (Matthias and Brown, 2016).  Indeed, NHS policy 
commentators consider systematic, and system-wide, quality improvement 
strategies to be key for the future of NHS services (Alderwick et al, 2015; Alderwick 
et al, 2017) and the centrality of Lean within those strategies is evident.  For 
example, NHS Improvement currently have a five-year partnership with the Virginia 
Mason Institute (VMI)4 to embed Lean within five NHS Trusts (NHS Improvement, 
2018a) and VMI are providing a further seven Trusts with a three-year programme 
of in-house Lean support called ‘Vital Signs’ (Smith, 2018).  The NHS is investing in 
Lean as a means to improve patient care: 
  
“As the number of health systems employing lean management approaches 
to transform healthcare increases, we know that under the right conditions 
and done properly lean can have a positive impact on patient care” 
(NHS Improvement, 2018b, no page) 
 
The VMI-NHS partnerships and programme aim to establish Lean management 
systems within the Trusts and as such, aim to embed Lean philosophy through 
system-wide strategic management.  As part of this programme, the 
operationalisation of Lean philosophy is through the use of ‘Rapid Improvement 
Events’ (RIEs) (NHS Improvement 2018b; 2018c). 
 
                                               
4 A non-profit organisation specialising in Lean healthcare transformation established by The 
Virginia Mason Medical Centre in 2008: www.virginiamasoninstitute.org 
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2.5 Rapid Process Improvement Workshops 
‘Rapid Improvement Event’, or ‘Rapid Process Improvement Workshop’ is the 
terminology used in healthcare for the Lean tool ‘Kaizen Event’ (Bicheno and 
Holweg, 2016; Eaton, 2009).  ‘Kaizen’ is a Japanese word (Kai - ‘change’; Zen - 
‘gradual’) which translates in English to mean ‘continuous incremental improvement’ 
(Womack and Jones, 2003).  The term ‘Rapid Process Improvement Workshop’ 
(RPIW) is the term adopted in this thesis because that was the term used by 
participants in this study.  Whilst the terminology differs, the logic of the tool is the 
same; that is, a cross-functional team of six to twelve people dedicating all of their 
time to an improvement effort over a very short period (Protzman, Mayzell and 
Kerpchar, 2011; Bicheno and Holweg, 2016).  The team selected to participate are 
assigned roles as detailed in Table 2.3. 
 
Table 2.3 RPIW team membership, roles and responsibilities 
Typical RPIW team  Role responsibilities/purpose 
Sponsor To champion the RPIW team 
Must hold decision-making authority and be able to provide 
resources for the RPIW 
To remove obstacles, mentor and support the team 
To ensure the RPIW aligns with the organisations mission 
or goals 
To ensure the RPIW remains focused 
To ensure timely completion 
To drive quantifiable results 
Facilitator To provide expertise in Lean process improvement tools 
Frontline manager To support decision-making and facilitate the RPIW  
Process Owner To provide subject expertise 
To maintain accountability for the RPIW until the new 
process has become part of routine practice 
Subject matter 
experts 
Staff who are close to the process and can provide subject 
matter expertise related to the process being improved 
Other staff Staff who do not work with the process and can provide an 
outsider’s perspective 
(Bicheno, 2008; Eaton, 2009; Lean Health Services, 2018; Miller, Bogatova and Carnohan, 2011) 
 
It is recommended that RPIWs are co-ordinated by a Lean (or Kaizen) Promotion 
Office that consists of staff with expertise in Lean and whose role is to promote Lean 
in the organisation and co-ordinate Lean activities (Bicheno, 2008; Lean Health 
Services, 2018; Black, 2008).  With the support of these in-house Lean experts, an 
RPIW is applied to improve processes within an organisation where processes are 
defined as: 
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“A set of actions or steps, each of which must be accomplished properly in 
the proper sequence at the proper time to create value for a customer or 
patient”  
(Womack et al, 2005, p.5) 
 
For example, in healthcare a process may be the steps followed to process 
medication requests (Nazar et al, 2016), to discharge a patient from a ward (O’Mara 
et al, 2014), or to test and report on specimens in a pathology laboratory (Sanders 
and Karr, 2015).  Improving processes is the key focus of RPIWs as demonstrated 
in the definitions of this Lean tool: 
 
 “A five-day workshop focused on a particular process in which the people 
who do the work are empowered to eliminate waste and reduce the burden 
of work”  
 (Virginia Mason Institute, 2018)   
 
“RPIWs are intensive weeklong sessions in which teams analyse processes 
and propose, test, and implement improvements” 
 (Womack et al, 2005, p.3) 
 
The workshop element in these definitions of an RPIW is typically a five-day event, 
with the first day being training in Lean philosophy and tools, the next three days 
being the generation and testing of improvement ideas using the Plan-Do-Study-Act 
cycle5, and a celebration day to share the team’s successes on the fifth day 
(Protzman, Mayzell and Kerpchar, 2011; Bicheno, 2008; Eaton, 2009).  Although the 
workshop is recommended to be a five-day event, they can range from one or two 
days up to two or three weeks (Bicheno and Holweg, 2016; Protzman, Mayzell and 
Kerpchar, 2011).  Irrespective of the length of the workshop, there is a preparation 
period some weeks ahead (usually twelve weeks) to collect data, diagnose the 
problem and agree objectives for the workshop, and a post-workshop follow-up 
period to ensure the changes are implemented and sustained.  This involves the 
team re-convening every month for four to six months to review progress and close 
                                               
5 The Plan-Do-Study-Act cycle is based on statistician, W.Edward Deming’s notion of 
‘continuous improvement’; that is data-driven, inductive learning (Deming, 1986).  A problem 
is identified and a plan for improvement made (Plan); those ideas are tested (Do) and 
corresponding data is evaluated to ascertain if improvements have been made (Study); any 
further improvements required are implemented (Act) and the cycle is repeated (Langley et 
al, 1996) 
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any outstanding actions (Eaton, 2009; Miller, Bogatova and Carnohan, 2011; 
Bicheno and Holweg, 2016). 
 
A recent survey by Branco, Wicks and Visich (2017) demonstrates that RPIWs are 
currently the most commonly used Lean tool in healthcare in the USA and, as 
demonstrated through the VMI-NHS partnership, they are widely applied in UK 
healthcare.  Additionally, RPIWs are central to the current NHS accident and 
emergency recovery plan (NHS Improvement, 2017a).  A range of resources are 
available to guide NHS managers and clinicians in the use of RPIWs and quality 
improvement methods based on Lean principles (see for example, NHS 
Improvement, 2018d, 2018e, 2018f; Institute for Healthcare Improvement, 2005, 
2018c).  The format of these resources as toolkits and guidelines for managers and 
clinicians to follow reflects those that were published when Lean principles were first 
introduced into the NHS.  That is, their format is a set of steps to follow to apply 
Lean principles and tools in practice.  The prevailing assumption is that by following 
the step-by-step processes to implement Lean, organisations will see improvements 
in quality and productivity, and this assumption is unquestioned.  There is a sense of 
Lean being the answer to enduring quality, productivity, capacity and demand 
issues facing the NHS.  Indeed, a report by the NHS confederation states that “Lean 
can help save healthcare” (Jones and Mitchell, 2006, p.3). 
 
However, if the answer to these challenges was as simple as following a set of 
processual steps based on Lean principles, then the question must be asked as to 
why, seventeen years after Lean was introduced into the NHS, the same quality 
issues remain.  Also, from my own experience working with clinicians and managers 
across healthcare, social care and the voluntary sector on their Lean projects, why 
they found Lean implementation so difficult or why their projects failed.  The focus of 
popularist Lean books, and healthcare improvement guides and tool-kits is on Lean 
principles and tools and how to apply them, with a suggestion of simplicity and 
promise of success.  The fact that these principles and tools are applied by sentient 
human beings, not automatons, appears to be overlooked.  Furthermore, where 
Lean improvement is less effective than anticipated or fails to sustain, embedding 
Lean philosophy into the organisation through strategic management and training is 
regarded as the solution.  The assumption is that all humans are the same; they will 
adhere to management strategy, follow Lean principles and apply the steps of Lean 
tools and a predicted output of success will be realised.  This was the same 
message I experienced in my Lean training ten years ago.  As such, the argument I 
proposed in Chapter 1 that there is a gap in knowledge about Lean that relates to 
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the human experience of Lean and how people feel about their participation in Lean 
activities remains.  Moreover, I argue that until the human, subjective and emotional 
experience of Lean is explored, knowledge of the effectiveness and sustainability of 
Lean in healthcare will be limited.  
 
2.6 Summary 
The overview of Lean presented in this chapter demonstrates the global adoption of 
Lean in healthcare and the widespread promotion of Lean principles in the NHS.  In 
particular, RPIWs have proved to be a popular Lean tool to address process 
inefficiencies and address the quality and productivity challenges facing NHS 
organisations.  Promotional Lean books, and Lean implementation guidelines aimed 
at managers and clinicians in healthcare, focus on processual steps to follow to 
implement Lean principles and tools.  Assumptions of linear causality prevail 
whereby adherence to the process will result in service improvements.  Where Lean 
implementation challenges are encountered, contemporary solutions remain firmly 
within deterministic ways of thinking that conceptualise ‘organisations-as-machine’.  
There is a gap in knowledge about people and the human experience of Lean 
(which this study aims to address).  To explore this gap in knowledge further – 
through the empirical evidence relating to Lean in healthcare – a comprehensive 
literature review was undertaken, and this is the focus of the next chapter. 
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Chapter 3 LITERATURE REVIEW 
3.1 Introduction 
This chapter reviews and critiques the literature pertaining to the application of Lean 
in healthcare.  The purpose of the literature review was to discover what research 
has been published and the focus and outcomes of published studies.  In doing so, 
given the proposed gap in knowledge about the human experience of Lean, the 
objective of the literature review was to summarise what is known about the 
application of Lean in healthcare and to identify what deficits there may be in the 
literature.  By identifying the deficits in the literature, further rationale for this study is 
provided and the conceptual framework derived from the synthesis and critique of 
the literature is presented. 
3.2 Literature Search  
The search for literature pertaining to Lean in healthcare was undertaken on 
commencement of the study in May 2013 and was repeated in January 2018 to 
update the findings.  The search was deliberately broad, rather than focussing 
narrowly on ‘human experience’ and ‘Lean’, to ensure a comprehensive review of 
the literature and a complete view of potential gaps in knowledge.   
 
The primary term for searching the literature was ‘Lean’.  However, to ensure a 
complete search, synonyms for Lean were required.  Drawing on subject specialist 
knowledge, a scope of major subject headings used to index Lean literature, grey 
literature, and books related to Lean, synonyms for ‘Lean’ were identified as detailed 
in Table 3.1.  The search term ‘Lean’ was entered into the ‘title’ field for each 
database with each synonym entered into the ‘any’ field.  Phrase searching was 
used for the synonyms to avoid retrieving articles with only the singular word such 
as ‘time’ or ‘care’.  The potential of retrieving high numbers of irrelevant articles was 
minimised by adopting this method (Beaven and Craig, 2012).   
 
Table 3.1 Search terms 
Title field  Any field 
Lean OR “lean thinking”  
“lean healthcare” 
“lean service” 
“Toyota Production System”  
“Virginia Mason Production System”  
“North East Transformational System” 
“Releasing Time to Care”  
“Productive Series” 
“Perfecting Patient Care” 
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Although the focus was on the application of Lean in healthcare, the search was not 
limited to health service databases or journals because of the possibility that, due to 
the wide applicability of Lean across industries, relevant articles may appear in other 
domains such as, business, manufacturing, science and engineering.  The use of 
multiple databases minimised the risk of missing important publications (McGinn et 
al, 2014).   
 
The search terms were entered into electronic databases hosted by Emerald Insight 
and Ovid, professional websites (e.g. The Health Foundation) and systematic review 
websites (e.g. Cochrane Centre and Library).  A hand search of the most common 
journals in which publications appeared was also undertaken (i.e. Journal of Health 
Organisation and Management and the International Journal of Healthcare Quality 
Assurance).  A full list of these sources of evidence is provided in Appendix 1. 
 
The title and abstract of each article obtained from this search was reviewed 
according to the inclusion and exclusion criteria detailed below, and either kept for 
further reading or rejected. 
 
Inclusion criteria 
 Empirical studies, literature and systematic reviews related to the 
application of Lean in healthcare published in peer-reviewed journals 
 Any country (search was not limited to United Kingdom) 
 Any year (search was not limited by date of publication) 
 
Exclusion criteria 
 Irrelevant articles e.g. lean in terms of weight or body mass; lean in 
terms of a verb or adjective (e.g. lean on me, lean times) 
 Studies related to other industries i.e. not healthcare 
 Descriptive articles 
 Duplicate results (same article indexed in multiple databases or same 
study reported in different journals) 
 
The search yielded 5,357 records, 167 of which met the inclusion criteria as detailed 
in Figure 3.1.
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Figure 3.1 PRISMA flow diagram (Moher et al, 2009)
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3.2.1 Summarising the papers 
Each of the 167 studies retrieved from this search was read in full.  The study 
characteristics and key findings of each study were summarised using the 
categories illustrated in Table 3.2. 
 
Table 3.2 Categories used to summarise the papers 
Information summarised from literature Rationale 
Author(s) 
 
To identify the study 
Year of publication 
 
To establish how current the study is 
Country 
 
To establish where Lean is applied, or 
reported/studied 
Healthcare setting 
 
Type of study 
 
To identify the type of study and 
methods employed 
Methods 
 
Purpose of study 
 
To identify focus of the study and the 
study’s key findings  
Primary outcomes 
 
Secondary outcomes (if reported) 
 
 
This broad range of information was summarised because the purpose of this 
literature review was to explore what is known about Lean in healthcare and to 
identify any gaps in knowledge.  The details collected also facilitated quality 
assessment of the studies. 
 
3.2.2 Quality assessment 
Research can vary in methodological rigour so critically appraising the quality, 
particularly the design of the methods, is crucial to explore how differences in quality 
might explain differences in findings, and ultimately, to determine whether the 
studies are robust enough to inform practice (Bettany-Saltikov and McSherry, 2016; 
Greenhalgh, 2014).  A quality assessment was undertaken for each of the 167 
studies. 
 
Quality is a complex concept but accepted defining features of quality research are 
how truthful and how relevant the findings of the study are (Centre for Reviews and 
Dissemination, 2009).  A number of checklists and tools are available to guide the 
critical appraisal process.  For this review, the methodological quality of the studies 
was appraised using the Center for Evidence-Based Management checklists 
(CEBM, 2014a; 2014b; 2014c; 2014d) as these are designed for use in the field of 
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management and leadership.  The Lean literature in healthcare focuses on the 
application of Lean principles and tools to clinical or administrative processes, not 
on the efficacy of clinical interventions.  Therefore, although the Critical Skills 
Appraisal Programme (CASP, 2017) checklists were considered for use in quality 
assessment, the clinical focus of the screening questions were not applicable to the 
nature of Lean studies retrieved in this literature search. 
 
Several articles retrieved in this search were quality improvement projects.  No 
research methodological quality checklists were found for this type of study.  As 
such, the NHS Improving Quality principles for quality improvement project plans 
(NHS Improving Quality, 2014b) were applied to assess the quality of studies 
reporting on improvement projects.  Examples of the quality of assessment of 
studies using the CEBM and quality improvement project checklists are provided in 
Appendix 2. 
 
3.3 Themes from the literature 
Themes from the studies were identified from the purpose (and focus) of the study 
and the reported outcomes (see Table 3.3 for examples). They included process 
improvement (94 articles), effectiveness (21 articles), sustainability (4 articles), 
critical success factors (17 articles), staff perceptions (12 articles), culture and 
context (15 articles), and leadership (4 articles) - see Appendix 3 for list of papers 
against each theme, size of body of literature and timeframe for each theme.  Each 
of these themes will now be critically discussed.
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Table 3.3 Derivation of themes from the literature 
Author Year Purpose Primary outcomes Secondary 
outcomes 
Theme 
Anthony and 
Kumar 
2012 To examine the extent to which Lean 
and Six Sigma methodologies are 
being implemented within NHS 
Scotland; explore critical success 
factors, benefits, barriers and 
enablers 
Lack of management commitment to 
Lean; successful Lean implementation 
will require resources, training and 
encouragement of staff 
 
none Critical success 
factors 
Bradley and 
Griffin 
2015 To explore staff members’ 
perceptions of a Productive 
Community Services 
implementation 
Ineffective communication of programme 
to staff; lack of awareness or 
understanding about programme; lack of 
relevancy of programme to practice; lack 
of sustainability of changes; positive 
perceptions as a concept but negative 
perceptions re implementation 
none Staff 
perceptions 
 
Hunter et al 2015 To examine the North East 
Transformational Systems (NETS) 
 
Transformational change efforts are 
affected by political context and the 
commitment of the leaders 
none Contextual 
factors 
Ingelsson 
and 
Bäckström 
2017 To investigate the effects a lean 
initiative has on the health-related 
quality management values, 
“Leadership Commitment” and 
“Participation of Everybody,” as well 
as on perceived co-worker health in 
the public sector 
When measuring the effects a lean 
initiative has on values and building a 
new culture, a period of 18 months 
might be too short, if significant changes 
are expected.  No changes in values 
detected in this study 
 
none Culture 
Lindskog et 
al 
2016 To explore which conditions affect 
the sustainability of Lean 
implementations in Swedish 
psychiatric healthcare, from a 
sociotechnical perspective 
Lean is considered to be unsustainable 
due to lack of ownership for Lean, and 
lack of clarity regarding goals and roles  
 
none Sustainability of 
Lean 
 45 
Author Year Purpose Primary outcomes Secondary 
outcomes 
Theme 
Magalhaes 
et al 
2016 To demonstrate the scientific 
knowledge developed on lean 
thinking in health, highlighting the 
impact and contributions in health 
care and nursing 
 
Lean as a management model in health 
improves structure, process and 
outcome, particularly productivity, 
efficiency, reduced waiting times, 
standardisation of care processes, cost 
reductions, improved teamwork, reduced 
length of stay, increased quality, 
increased patient and staff satisfaction, 
increased patient and staff safety 
none Effectiveness of 
Lean 
Morrow, 
Robert and 
Maben 
2014 To investigate what leadership 
roles, styles and behaviours 
leaders should use to successfully 
implement interventions like The 
Productive Ward to engage and 
energise frontline staff and to ensure 
implementation is spread and 
sustained 
Leadership is required at all levels; 
leadership needs to be creating vision 
and creating conditions, supporting staff; 
understanding boundaries 
 
none Leadership 
Weaver et al 2013 To improve treatment timeliness Reduced patient waiting time none Process 
improvement 
Wong et al 2012 To reduce turnaround time for 
Papanicolaou (PaP) testing 
Reduced turnaround time  none Process 
improvement 
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3.3.1 Process improvement  
The most common application of Lean principles and tools in healthcare is to 
improve clinical or administrative processes (see Chapter 2, p.35 for definition of 
processes).  Over half of the studies retrieved applied Lean tools such as process 
mapping and Rapid Process Improvement Workshops (RPIW) to reduce process 
inefficiencies.  This finding suggests that Lean principles and tools are largely 
applied to a defined aspect of service delivery.  A similar pattern has been noted by 
others (Poksinska, 2010; Mazzocato et al, 2010; Holden, 2011).   
 
All process improvement studies were reported as quality improvement projects or 
case studies.  Quality improvement projects are described as being a change using 
methods (an approach using appropriate tools) in a specific context to achieve 
better outcomes (The Health Foundation, 2013).  They are typically a ‘before-and-
after’ design (NHS Improving Quality, 2014b) where baseline performance 
measurements are taken before the Lean intervention and then taken again after 
the Lean intervention to establish if any process/performance improvements have 
been made. 
 
Whilst some studies reported a case study design, the authors actually presented a 
quality improvement project (Bhat, Gijo and Jnanesh, 2014; Chadha, Singh and 
Kalra, 2012; Cheng et al, 2015; Ben-Tovim et al, 2008; Raab et al 2006a; Raab et al 
2006b; Roberts and Singh, 2009; Sanders and Karr, 2015).  For these studies to be 
a case study, one would expect a more in-depth and holistic exploration of Lean in 
line with case study being defined as “an intensive, holistic description and analysis 
of a single entity, phenomenon, or social unit” (Merriam, 1988, p.16) which “draws 
from naturalistic, holistic, ethnographic, phenomenological and biographic research 
methods” (Stake, 1995, p.xi).  Although the studies noted here did focus on a single 
entity (a process improvement implemented within a specified service), the methods 
employed did not explore that entity intensively or holistically.  The methods 
focussed solely on ‘before-and-after’ performance data.  As such, they were 
classified in this literature review as quality improvement projects. 
 
The process improvement studies that were reported as case studies by the study 
authors were ‘causal exploratory case study’ design (Gerring, 2017) because causal 
inferences between a Lean intervention and process improvements were 
investigated (Atkinson and Mukaetova-Ladinska, 2012; Bamford et al, 2015; Barnas, 
2011; Dickson et al, 2009; Hayes et al, 2014; Hung et al, 2017a; Hwang, Hwang 
and Hong, 2014; Mazzocato et al, 2012; Roemeling, Land and Ahaus, 2017; 
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Siddique et al, 2012; Simons et al, 2017; van Leijen-Zeelenberg et al, 2016; van 
Vliet et al, 2010).  Each of these studies explored Lean in more depth than the 
quality improvement projects by employing mixed methods.  These included 
quantitative performance data and/or observation of performance and interviews 
with staff to explore their perceptions of the change process or outcomes.  As such, 
the methods represented those typical of a case study design as described by 
Merriam (1988) and Stake (1995) and illustrated in the quotes above. 
 
Irrespective of data collection method or study design (quality improvement project 
or case study), the evaluation data in all process improvement studies fell into two 
broad categories: operational efficiency and effectiveness (tangible) measures and 
sociotechnical (intangible) measures.  These included: 
 
Operational efficiency and effectiveness6 (tangible) measures: 
 Time 
 Cost 
 Resources 
 Capacity 
 Activity 
 Errors 
 Accuracy 
 Clinical incidence 
 Serious untoward incidents 
 Mortality and morbidity 
 Patient complaints 
 
Sociotechnical7 (intangible) measures: 
 
 Patient and staff satisfaction 
 Communication 
 Teamwork 
 Group identity 
                                               
6 Operational efficiency relates to productivity i.e. the ratio of input (e.g. time) to output (e.g. 
number of patients seen) (Jabbal and Lewis, 2018) and effectiveness relates to the provision 
of evidence-based healthcare (The National Academies of Science, Engineering and 
Medicine, 2018) 
7 Sociotechnical factors relate to sociotechnical systems theory; that organisations comprise 
technical (e.g. equipment, resources, information, communication) subsystems and social 
(e.g. interpersonal relationships, values, behaviours) subsystems (Cherns, 1976) 
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 Morale 
 Reduced work ambiguity 
 Staff engagement with work 
 Staff awareness of service issues 
 Calmer work environment 
 Confidence in work role 
 
The categorisation of studies, in terms of their type (quality improvement project or 
case study) and focus (operational or sociotechnical) is summarised in Table 3.4. 
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Table 3.4 Focus of evaluation in process improvement studies 
 Operational efficiency and effectiveness  Sociotechnical  Both 
QI 
project  
Basta et al (2016); Beck et al (2016); Belter et al (2012); Ben-Tovim et al 
(2008); Bhat, Gijo and Jnanesh (2014); Bhat, Gijo and Jnanesh (2016); 
Blackmore et al (2013); Blackmore et al (2016); Burkitt et al (2009); 
Cerfolio et al (2016); Chadha, Singh and Kalra (2012); Chai et al (2017); 
Chan et al (2014); Ching et al (2013); Chiodo et al (2012); Cichos et al 
(2017); Critchley (2015); Culig et al (2011); DeBucourt et al (2011); 
Donovan and Manta (2016); Esain, Williams and Massey (2008); 
Farrokhi et al (2015); Filho et al (2015); Gavriloff, Ostrowski-Delahanty 
and Oldfield (2017); Gayed et al (2013); Gleich et al (2016); Goga et al 
(2017); Grove et al (2010); Gutsche et al (2014); Haddad et al (2016); 
Hina-Syeda et al (2013); Hintzen et al (2009); Hummer and Daccarett 
(2009); Hydes, Hansi and Trebble (2011); Improta et al (2015); Kane et 
al (2015); Kelly et al (2007); Khan and Channing (2007); Kim et al (2007); 
Kimsey (2010); Lamm et al (2015); Le et al (2014); Leslie et al (2006); 
Lingaratnam et al (2013); Lunardini et al (2014); Matos, Alves and 
Tereso (2016); Montella et al (2017); Muder et al (2008); Nazar et al 
(2016); Naidoo and Mahomed (2016); Nelson-Peterson and Leppa 
(2007); New et al (2016); O’Mara et al (2014); Persoon, Zaleski and 
Frerichs (2006); Piggott et al (2011); Raab et al (2006a); Raab et al 
(2006b); Sanders and Karr (2015); Skeldon et al (2014); Smith et al 
(2012a); Smith et al (2012b); Snyder and McDermott (2009); Sugianto et 
al (2015); Sullivan et al (2014); Toney, Winterhalter and Basting (2014); 
Vegting et al (2012); Weaver et al (2013); White et al (2014); Wong et al 
(2012); Wong et al (2016); Yousri et al (2011); Zhu, Lu and Dai (2014) 
McDonald 
(2013); Wright, 
Cleaver and 
Dibblin (2012) 
Bielaszka-DuVernay (2011); Castle and 
Bost (2009); Collar et al (2012); Martin, 
Hogg and MacKay (2013); Matt et al 
(2014); Roberts and Singh (2009); 
Stover (2011); van Lent, Goedbloed 
and van Harten (2009) 
Case 
study  
  Atkinson and Mukaetova-Ladinska 
(2012); Bamford et al (2015); Barnas 
(2011); Dickson et al (2009); Hayes et 
al (2014); Hung (2017a); Hwang, 
Hwang and Hong (2014); Mazzocato et 
al (2012); NHS Institute for Innovation & 
Improvement (2011); Siddique et al 
(2012); Simons et al (2017); van Vliet et 
al (2010) 
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As is evident in Table 3.4, the majority of studies report on operational efficiency 
and effectiveness.  It has been noted elsewhere that operational improvements in 
Lean healthcare have been thoroughly investigated and that sociotechnical 
improvements lack the same attention, tending to be described in general terms 
(Joosten, Bongers and Janssen, 2009).  Indeed, a descriptive approach to 
sociotechnical improvements was evident in the studies selected for this review.  
 
It is also notable that few studies evaluate the impact of Lean improvements on 
clinical outcomes.  The exceptions are two comparative cohort case studies 
(patients on a Lean designed care pathway versus patients not on a Lean designed 
care pathway) that reported improvements in infection rates (Burkitt et al, 2009) and 
mortality rates (Yousri et al, 2011) for patients following the Lean designed care 
pathway.  This low number of process improvement studies (2 out of 93) that 
evaluate patient outcomes would suggest that Lean tends to be adopted to improve 
operational efficiencies in healthcare.  Whilst this may have a beneficial impact on 
the patient experience (for example reduced waiting time), given that Lean is 
founded on the principle of customer value, there may be more scope for Lean 
research to explore the impact of Lean on clinical outcomes.  This is of course 
based on the common-sense assumption that value might be defined by patients as 
improvements in their health and well-being. 
 
In several studies reporting sociotechnical improvements, the claims were either 
based on anecdotal evidence (Bamford et al, 2015) or they lacked clarity regarding 
the evaluation methods (Atkinson and Mukaetova-Ladinska, 2012; Barnas, 2011; 
Bielaszka-DuVernay, 2011; Hayes et al, 2014; Hwang, Hwang and Hong, 2014; 
Martin, Hogg and MacKay, 2013; Roberts and Singh, 2009; Wright, Cleaver and 
Dibblin, 2012).  In one case (Matt et al, 2014), claims of improved patient and staff 
satisfaction are made in the paper’s abstract yet no further mention of these 
concepts are raised in the main text.  Of all the studies reporting on sociotechnical 
improvements, these less rigorous studies were the only ones that reported on 
calmer work environments, staff confidence in their work, communication, teamwork 
and motivation.  It is difficult, therefore, to place confidence in Lean process 
improvement having an impact on these sociotechnical factors based on the results 
of these studies.  However, other process improvement studies reporting on 
sociotechnical aspects were methodologically sound and demonstrated 
improvements in patient satisfaction, staff morale and staff engagement with their 
work (Castle and Bost, 2009; Dickson et al, 2009; Hung, 2017a; Mazzocato et al, 
2012; Simons et al, 2017; van Lent, Goedbloed and van Harten, 2009).  It may be 
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suggested, therefore, that Lean process improvement has a positive impact on 
these sociotechnical factors. 
 
In terms of operational efficiency and effectiveness, the rigour of the reporting of 
quality improvement projects was good.  There were clear aims and rationale for the 
improvements, appropriate data evaluation methods and clear reporting of the 
results.  As such, it may be suggested that Lean process improvement offers 
tangible benefits to healthcare clinical and administrative processes when applied to 
a specific aspect of service delivery.  However, there is potential bias in positive 
reporting.  Dellifraine, Langabeer and Nembhard (2010) failed to find any studies 
reporting negative results, and in this review only two studies were found, both of 
which reported no change in patient satisfaction (van Leijen-Zeelenberg, 2016; 
Poksinksa, Fialkowska-Filipek and Engstron, 2016).  As such, whilst Lean research 
in healthcare may reflect positive operational outputs as a result of Lean process 
improvement, this may be limited by positive publication bias. 
 
3.3.2 Effectiveness 
The studies discussed in the previous section evaluated the effectiveness of Lean 
from a process improvement perspective.  They focused on single sites (e.g. one 
hospital) within specific work areas (e.g. one ward).  However, multiple site studies 
and literature reviews have been undertaken to consider the impact or effectiveness 
of Lean across organisational boundaries.  
 
In terms of literature reviews, several researchers have attempted to synthesise the 
findings of multiple reports on the application of Lean in healthcare.  In some of 
these reviews, the relationship between the use of Lean and improved performance 
has been found to be weak or inconsistent (Dellifraine, Langabeer and Nembhard, 
2010; McIntosh, Sheppy and Cohen, 2014; Morardos, Lemstra and Nwankwo, 
2016) with studies demonstrating methodological limitations (Vest and Gamm, 2009; 
Brandao de Souza, 2009; Holden, 2011; D’Andreamatteo et al, 2015; Deblois and 
Lapanto, 2016).  However, in other reviews, Lean was found to be effective in terms 
of operational efficiencies and both patient and staff satisfaction (Wright and 
McSherry, 2013; Magalhaes et al, 2016).  The general consensus, however, is that 
despite some evidence that Lean interventions lead to quality improvements in 
healthcare, there is a need for further methodologically robust studies across a 
range of healthcare contexts. 
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Some multiple site case studies have indeed been conducted across healthcare 
contexts and they suggest that Lean may lead to sociotechnical improvements.  
These include work engagement, group identity, communication and teamwork 
(Ulhassan et al, 2014; Chiarini and Baccarani, 2016; White, Wells and Butterworth, 
2014).  However, these concepts are reported in terms of rational factors such as 
organisation rather than social factors such as relationships, which would be 
expected when evaluating teamwork (Ulhassan et al, 2014).  These case studies 
provide some evidence that Lean may have a positive impact on the technical 
aspects of communication and teamwork where the quality improvement projects 
discussed in section 3.3.1 lacked substantive evidence to support claims of 
sociotechnical improvements. 
 
With respect to impact on patient care, Chiarini and Baccarani (2016) found similar 
improvements to the single site process improvement studies discussed in section 
3.3.1.  That is, across three different hospitals there were reduced waiting times, 
reduced costs and reduced resource utilisation.  However, these were only 
perceived benefits from a limited sample of managers.  Similarly, Jorma et al (2016) 
were only able to draw on the perceived benefits of Lean in their study as 
measurable outcomes were not monitored and data was lacking.  Such findings 
support the conclusions of the systematic and literature reviews discussed above, 
whereby some studies lack methodological rigour. 
 
To develop evaluation of Lean beyond single cases of Lean application, Mazzocato 
et al (2014) conducted a cross-comparison case study across different emergency 
care services.  The findings demonstrated a variation in process improvements and 
sustainability of outcomes dependent on the level of complexity of care processes.  
This might suggest that the positive reporting in quality improvement projects was in 
part due to Lean being applied to less complex processes.  However, without clear 
contextual information it is not possible to draw definitive conclusions in this respect.   
 
As noted with process improvement studies in section 3.3.1, in the studies exploring 
the effectiveness of Lean, there is a lack of focus on clinical outcomes.  Where 
patient care is evaluated, it tends to relate to operational efficiencies.   
 
3.3.3 Sustainability 
Studies considering the sustainability of Lean implementation and outcomes 
suggest a number of factors may affect the longevity of Lean as an improvement 
philosophy or the sustainability of improvements brought about by the application of 
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Lean principles and tools.  These include contextual factors such as existing group 
functioning whereby less consistent team membership through variable shift 
patterns reduces sustainability of Lean working (Ulhassan et al, 2014); demanding 
day jobs with a return to custom and practice clinical processes (Bradley and Griffin, 
2015); and organisational instability or restructuring which affected both Lean 
working and the changes implemented (Wright and McSherry, 2013; Bradley and 
Griffin, 2015).   
 
Other factors required for sustainability have been identified as time for staff to 
spread Lean practices across an organisation (Morrow et al, 2010); engaging all 
stakeholders across the healthcare system (Wood, 2014); facilitating ownership for 
the changes with clear goals and roles (Lindskog et al, 2016); Lean skills 
development and identifying change champions (Radnor, 2011).  However, McCann 
et al (2015) found that despite initial enthusiasm for Lean as a means to improve 
processes of care, Lean was adopted in a superficial manner (short-term tools 
application) and staff became disaffected as old working practices resurfaced.  Lean 
activities waned, and the authors suggest it was viewed as a management fad.  
 
Specifically related to sustainability of changes in practice brought about by the 
Productive Series in the NHS, improvements in patient care or working conditions 
are often perceived rather than supported by robust evidence of the impact on staff, 
patients and the ward environments (Robert et al, 2011; Morrow et al, 2010; Morrow 
et al, 2012).  A rapid impact assessment was undertaken by the NHS Institute for 
Innovation and Improvement to understand how healthcare Trusts can contribute to 
national NHS efficiency savings through implementation of The Productive Ward.  
The findings indicated that productivity and efficiency gains are demonstrable 
through implementation of The Productive Ward, but acknowledgment was given to 
the small sample size and self-reporting nature of the data (NHS Institute for 
Innovation and Improvement, 2011).  A key challenge remains to identify how to 
sustain momentum once initial enthusiasm for the programme has abated (Morrow 
et al, 2010; Morrow et al, 2011; NHS Institute for Innovation and Improvement, 
2011; Davis and Adams, 2012).  
 
The empirical evidence-base considered here reflects the case stories of the Lean 
benchmark healthcare organisations discussed in Chapter 2; that initial 
improvements achieved through the application of Lean tools failed to sustain.  The 
recommendations to ensure sustainability of Lean proposed by the study authors 
here, also reflect those of Lean proponents as presented in Chapter 2.  That is, they 
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focus on management strategy such as provision of time, clear goals, ownership of 
the change and Lean training.  There is no consideration of the individual’s 
subjective experience of Lean and whether this may influence engagement with, or 
sustainability of Lean.  As it is people who implement the principles and tools of 
Lean, a fundamental aspect of Lean (human experience) is completely disregarded. 
 
3.3.4 Critical success factors 
Following the publication of improvement projects and case studies reporting the 
potential benefits of Lean, the literature developed towards understanding receptive 
contexts for Lean in healthcare.  Critical success factors emerged (Abuhejleh, 
Dulaimi and Ellahham, 2016; Anthony and Kumar, 2012; Lindskog et al, 2016; 
Morrow et al, 2012; Morrow, Robert and Maben, 2014; Noori, 2015; Radnor et al, 
2006; Radnor, 2011; Rees, 2014; Robert et al, 2011; Steed, 2012; White, 
Butterworth and Wells, 2017) with wider contextual and readiness for Lean factors 
being explored as part of the enablers or barriers to Lean implementation (Al-
Balushi et al, 2014; Hamilton et al, 2014; Hung et al, 2017b; Hunter et al, 2015; 
Knapp, 2015; Leggat et al, 2015; Radnor, Holweg and Waring, 2012; Tay et al, 
2017).  Those critical success factors were identified as senior management 
support, teamwork and staff engagement. 
 
3.3.4.1 Senior management support 
The role of senior managers within healthcare organisations has been identified in 
several studies as being a critical to the success of Lean.  Indeed, senior 
management commitment to Lean is regarded as one of the most important factors 
for Lean implementation, second only to focusing change efforts on the needs of 
patients (Anthony and Kumar, 2012).  The managers role is regarded as being 
crucial to align Lean activities to organisational goals (Al-Balushi et al, 2014; Radnor 
et al, 2006; Rees, 2014) and where this is not articulated clearly, employees are 
unsure how to proceed with Lean improvements (Lindskog et al, 2016).  
Additionally, management input is required to ensure staff are trained in Lean 
principles and tools, and to provide staff with the required time and resources to 
support the change (Al-Balushi et al, 2014; Anthony and Kumar, 2012; Leggat et al, 
2015; Morrow et al, 2012; Morrow, Robert and Maben, 2014; Noori, 2015; White, 
Butterworth and Wells, 2017).  The suggestion is that by supporting staff through 
these mechanisms, leaders demonstrate their commitment, so aiding staff 
engagement with Lean implementation.  In terms of spread and sustainability of 
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Lean, this commitment needs to advance to visibility and active participation in Lean 
activities (Morrow, Robert and Maben, 2014; Steed, 2012).   
 
However, there is some evidence within healthcare that there is a lack of such 
leadership commitment (Anthony and Kumar, 2012).  The reasons for lack of 
commitment are not fully explored by the study authors but other studies suggest 
that leaders may approach the adoption of Lean as a discrete event rather than an 
on-going process (Robert et al, 2011).  It could be inferred that such a short-term 
view of Lean implementation may limit long-term engagement with Lean. 
 
3.3.4.2 Teamwork 
As an extension of senior management support to facilitate success with Lean 
implementation, the role of the manager is also regarded as key to developing 
teamwork as a critical success factor.  Although limited by quantitative exploration 
(Likert scale questionnaire) of a subjective phenomenon, one study found that 
managers who developed a “group culture” and “sense of togetherness” had greater 
success with Lean initiatives (Knapp, 2015, p.857).   These findings are similar to 
studies employing qualitative methods whereby managers perceived Lean 
implementation to be more successful where there was cross-functional team 
working (Rees, 2014).  For those managers who led Lean initiatives in work areas 
where effective team working pre-existed Lean implementation, the success of Lean 
was far greater in terms of the development of a culture of continuous improvement 
(Hamilton et al, 2014).   
 
Where there is silo-working, Lean initiatives are less successful as such 
compartmentalisation hinders systems and customer-focused approaches (Radnor 
et al, 2006), both of which relate to key assumptions of Lean around cross-boundary 
process improvement and customer value.  Having an end-to-end process view is 
regarded as essential to effective Lean improvements (Al-Balushi et al, 2014).  
Where services focus on maximising internal efficiencies, without regard for how 
processes are connected to the wider system, unintended negative consequences 
can occur in other parts of the system (Tay et al, 2017). 
 
In addition to encouraging collaborative working, the success of Lean is dependent 
on managers providing teams with ownership of the change (Hamilton et al, 2014).  
Top down directives are less successful and instead, a democratic approach with 
team autonomy and empowerment are more likely to engender staff engagement 
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with Lean (Hung et al, 2017b).  However, one study highlights the more complex 
hierarchical dynamics in healthcare organisations.  The findings revealed that 
frontline managers felt their authority over medical personnel was limited and that 
they required the support of senior management to stress the importance of the 
Lean work being undertaken (Lindskog et al, 2016).  As such it may be inferred that 
whilst managers with legitimate power may be tasked with leading Lean initiatives, 
their level of influence cannot be assumed.   
 
3.3.4.3 Engagement 
The engagement of individuals and teams in Lean initiatives is implicit in all of the 
‘critical success factors’ studies reviewed, and it is evident that the provision of team 
autonomy and empowerment assumes a level of staff engagement with Lean will be 
realised.  However, one study highlights that individuals’ engagement with Lean 
activities is dependent on personal views and ambitions for the service 
(Papadopoulos, Radnor and Merali, 2011).  It is noteworthy that despite some 
employees being sceptical of Lean, regarding it as a ‘management fad’, this did not 
prevent the Lean initiative from proceeding.  The change was driven by the Chief 
Executive of the organisation, highlighting again the centrality of senior 
management support as a critical success factor for Lean implementation.   
 
Engagement with Lean was found to be more probable where the initiative appeals 
to professional values (Robert et al, 2011; Waring and Bishop, 2010).  In a study 
evaluating the Productive Ward, the declaration associated with this series’ subtitle 
of ‘releasing time to care’ appealed directly to the values and priorities of clinical 
staff (Morrow et al, 2010).  Terminology would appear to be an influential factor 
regarding engagement with Lean.  In one Danish study the managers chose to 
avoid original Japanese Lean terms to address scepticism that a car manufacturing 
method could be applied to healthcare (Pedersen and Huniche, 2011).  For 
example, ‘Lean’ was replaced with ‘process optimisation’, and ‘kaizen meetings’ 
were labelled ‘improvement meetings’ even though the method remained 
unchanged.   These findings suggest that engagement with Lean is more complex 
than providing practical support mechanisms such as time, resources or training; 
that perceptions of Lean are influential in individual’s decisions to engage with the 
method. 
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3.3.5 Staff perceptions 
Recent studies have explored the perceptions of those staff who have been involved 
with or who have led Lean projects in healthcare (Bradley and Griffin, 2015; Isack, 
et al, 2017; Eriksson, 2017).  The findings largely relate to perceived benefits to 
patients and staff, or to barriers and facilitators for Lean implementation. 
 
Some studies focused specifically on the application of the Productive Series and 
revealed that staff held mixed views.  Positive perceptions of the programme related 
to the concept of the Productive Series to release time for clinicians to care for 
patients, to empower staff to make changes, to provide structure for the change and 
to bring about improvements that align with professional values (Bradley and Griffin, 
2015; Davis and Adams, 2012; Morrow et al, 2012; van den Broek, Boselie and 
Paauwe, 2014).  However, in terms of realisation of these expectations, Wright and 
McSherry (2013) were unable to find definitive evidence regarding the release of 
time to care.  They suggest this was due to the individual interpretations of time to 
care and whether this related to additional time for clinical care or additional time for 
social and non-clinical care. 
 
Negative perceptions of the Productive Series related to a lack of knowledge and 
understanding regarding the programme, ineffective communication during 
implementation, and a perceived lack of relevance of the programme to specific 
clinical contexts (Bradley and Griffin, 2015; Davis and Adams, 2012).  In these 
studies, recommendations proposed by staff to improve Productive Series 
implementation resonate with the ‘critical success factors’ highlighted in other 
studies (as discussed in section 3.3.4).  They include leadership at all levels, senior 
management support, staff training, local champions to lead the programme and an 
understanding of context.  These factors were also found to be important with 
regards to the sustainability and spread of the Productive Series (Morrow et al, 
2010). 
 
Similar findings from evaluations of the Productive Series are seen in other case 
studies.  The importance of senior management support, staff training and planned 
implementation are reinforced, with financial constraints and a lack of knowledge 
about Lean leading to resistance (Isack et al, 2017).  Additionally, resistance to 
Lean was observed where top-down change was applied and staff felt that Lean 
was imposed upon them (Eriksson, 2017; Lindsay et al, 2014).  A bottom-up change 
approach has been found to be more successful through providing ownership and 
accountability for the improvements and by providing relevance; particularly the 
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ability for nurses to draw on their local knowledge so they may adapt Lean tools 
according to their clinical context (Timmons, Coffey and Vezyridis, 2014; Eriksson, 
2017).   Similarly, another case study found that doctors did not engage with Lean 
as they did not see the relevance of what they perceived to be a managerial process 
to their professional practice (Hasle, Nielson and Edwards, 2016).  These findings 
reinforce that individuals’ perceptions of Lean are an influential factor in the decision 
to engage with Lean such that practical support mechanisms alone may be 
insufficient. 
 
In one study, staff perceived that they had more autonomy as a result of applying 
Lean principles (Drotz and Poksinska, 2014).  However, this autonomy was limited 
by the dominance of doctors’ power during decision-making.  This finding is similar 
to that discussed in section 3.3.4 where frontline managers tasked with leading 
Lean improvements felt their authority over medical personnel was limited (Lindskog 
et al, 2016).  Whilst Lean principles pledge empowerment and autonomy, these 
ideologies would appear to be limited by professional power in healthcare. 
 
3.3.6 Culture and context 
As part of individuals’ perception of and engagement with Lean, there are a number 
of other uniquely contingent organisational factors deemed essential for Lean 
implementation.  Authors in the Lean literature tend to refer to these factors as 
‘cultural’ or ‘contextual’.   
 
3.3.6.1 Culture 
According to Lean advocates (management consultants and academics from 
engineering and manufacturing), a conducive culture for Lean is one of continuous 
improvement, structured problem-solving and learning (Liker, 2004; Bercaw, 2013; 
Liker and Morgan, 2006).  They suggest that the application of Lean outside of 
manufacturing is conducted in a piecemeal, tool-based manner without due 
consideration being given to developing the right culture (Liker and Morgan, 2006; 
Spear, 2004).  As such, the complexity of professional healthcare provision is 
reduced to snippets of improvement work that may reduce quality rather than 
improve it (Winch and Henderson, 2009).  The recommendation is that healthcare 
leaders focus on applying the principles of Lean rather than the tools (Spear, 2004), 
with the key principles being frontline problem-solving and giving staff the freedom 
to experiment (Spear, 2005).  Focussing on engaging staff with problem-solving is 
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regarded as a solution to failed or flawed Lean implementation (Coetzee, van der 
Merwe and van Dyk, 2016; Hozak and Olsen, 2015). 
 
The basic premise is that applying Lean as a checklist of tools, often applied to 
simple problems, referred to as ‘low-hanging fruit’ (Ballé, 2005), fails to realise the 
full potential of Lean.  Instead, a focus on problem-solving is regarded as a means 
of addressing the ‘respect for people’ pillar in that employees are included in 
analysis and decision-making and so a continuous improvement culture is nurtured 
(Ballé, 2005; Spear, 2005).  In each of these discussion or conceptual papers, the 
human element is viewed as a mechanism within the Lean approach.  That is, there 
is an expectation of particular behaviours related to problem-solving, that will 
guarantee success in the improvement efforts and development of the ‘right’ culture.   
 
The inference is that the role of managers and leaders is to engender cultural 
change through influencing employee behaviours.  Indeed, Lean is regarded as a 
method to foster behavioural cultural change by focusing on value creation 
(Womack and Jones, 1996; Radnor and Osborne, 2013).  The prevailing 
assumption is that values, beliefs and behaviour (culture) may be controlled towards 
a pre-determined state.  There is an absence of acknowledgement or exploration of 
the human elements of Lean adoption as an interpretative, subjective, emotional, 
and social phenomenon that may be unique, contingent and individualistic. 
 
In the healthcare literature, some authors have considered the notion of Lean 
culture and report an attempt to change the culture of the workplace to one of 
continuous improvement (Brown and Duthe, 2009; Tsasis and Bruce-Barrett, 2008; 
Foss, Stubbs and Jones, 2011).  However, these papers are speculative or 
descriptive with a lack of robust evidence to explore culture or support the 
assertions made.  This lack of rigorous socio-cultural research has been noted by 
others (Guimarães and de Carvalho, 2012).  Only two Lean-culture studies which 
presented more robust research methods were found.  The first considered how 
Lean aligned with existing clinical practices (Waring and Bishop, 2010).  However, 
the conclusions offered related to Lean leaders engaging staff through articulating 
Lean principles as a means of persuasion, and engaging staff in Lean activities 
referred to by the authors as ‘rituals’ (largely in terms of waste identification).  The 
focus and underlying assumptions of determinism common to the Lean literature 
was evident in this study. That is, through leadership levers of control, a conducive 
Lean culture may be realised.  The second study attempted to address the gap in 
Lean-culture research by measuring before-and-after Lean initiative cultural 
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dimensions related to leadership commitment and staff engagement (Ingelsson and 
Bäckström, 2017).  No changes in the organisational culture towards one required 
for successful Lean implementation were found.  The authors suggest that this may 
be due to the limited study time period (18 months) rather than a lack of potential 
cultural change. 
 
The notion of the ‘right’ culture for Lean is noted predominantly in the management 
consultancy, manufacturing and engineering Lean commentary literature.  It has 
been recognised as a critical success factor in the healthcare literature but has not 
been rigorously studied to enable inferences or conclusions to be drawn. 
 
3.3.6.2 Context 
Context has been explored in more depth in Lean healthcare research than culture.  
However, in the studies reviewed, context is conceptualised in different ways.   
 
Some studies reify context as an autonomous state which will enable or restrict 
Lean implementation.  This state may pre-exist Lean such as the specialisation or 
independence of a service, with higher levels of these factors resulting in less 
favourable Lean implementation (Tay, 2017).  Pre-existing contextual factors that 
have been found to negatively affect Lean implementation are change fatigue, poor 
teamwork, and when improvement work is not regarded by staff as a priority 
(Hamilton et al, 2014; Holden et al, 2015).  Alternatively, the state is regarded as a 
creation; created through the direct result of leadership influences to maximise the 
success of Lean.  A receptive context is created where the manager engenders a 
commitment to Lean and motivates staff to participate (Noori, 2015).   
 
The limitations around defining context as a separate entity are noted by Bate 
(2014) who calls for a greater understanding of how people (selectively) attend to, 
interpret and attach significance to what they perceive to be real or important around 
quality improvement and how this affects their thought, behaviour and practice.  The 
emphasis here is on values inquiry based on the notion that humans are continually 
assessing and assigning value to their experiences (Mark, 1999).  One study in the 
Lean healthcare literature did consider context as an active process, highlighting 
that Lean is not a value-free endeavour (Pedersen and Huniche, 2011); rather, it is 
a political process whereby different elements of Lean and its implementation are 
open for negotiation to suit the unique situation.  In this study, the application of 
Lean was not negotiable but the choice of work area to implement Lean and the 
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resultant new working practices were negotiated according to historical (a track 
record for quality improvement) and situational (the need for, or willingness to, 
change) factors. 
 
In all of the studies focussing on context, contextual factors are considered with a 
view to exploring receptive contexts for Lean and potential enablers, barriers or 
issues managers should pay attention to within healthcare settings.  Radnor, 
Holweg and Waring (2012) have taken this concept and considered it in relation to 
the differences between Lean implementation in the public sector compared to the 
private sector.  Their study found that Lean was applied in healthcare in a disjointed, 
tool-based manner with limited impact.  They suggest that in the case of the NHS, 
contextual differences between the private sector and the public sector are the 
reasons for this lack of a system-wide, integrated Lean approach.  Key differences 
include the difficulty in defining customer value (a central Lean requirement) in the 
NHS as there are several customer groups; an issue also noted by others (Young 
and McLean, 2008; Hasle, Nielson and Edwards, 2016).  Second, the capacity-led 
nature of NHS services limits the ability to re-invest freed up resources; a central 
assumption of Lean to grow the business (Radnor, Holweg and Waring, 2012).  
McIntosh and Cookson (2012) reinforce this economic contextual difference 
between the private and public sector by highlighting the unique system of tariff-
payments in the NHS, suggesting that differences such as this may explain the 
piecemeal adoption of Lean in healthcare.   
 
Matthias and Brown (2016) consider that the challenge to offer quality healthcare 
within pre-determined resources is a universal one; relevant to both the private and 
public sector.  They argue that Lean offers the potential to manage this challenge 
but that Lean thinking must be part of the organisational operations strategy, 
engendering sustained cultural and behavioural change.  Their case study suggests 
that this strategic view is not evident in NHS hospitals. 
 
Overall, the Lean literature pertaining to context and culture focus on one of two 
strands: the notion of enabling factors or barriers to Lean implementation that may 
be manipulated through levers of control, and an ideological movement to foster 
Lean principles.  In either case, assumptions of determinism and control to realise 
pre-determined states is evident. 
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3.3.7 Leadership 
A recurring theme within the Lean literature is the role managers and leaders play in 
the implementation of Lean in organisations.  The importance of senior 
management support in Lean implementation has been identified as a critical 
success factor.  This concept has been developed to explore the specific leadership 
styles and traits required of those managers for successful Lean implementation.  In 
effect, a range of leadership style critical success factors has been suggested. 
 
In terms of general leadership style, Poksinska, Swartling and Drotz (2013) suggest 
that transformational and servant leadership styles 8 are central to implementing and 
sustaining Lean interventions.  The focus is on developing a culture and system that 
leads to Lean working becoming self-sustaining within the organisation.  They draw 
on Lean terminology of ‘push’ and ‘pull’, reporting a trend in manufacturing 
organisations from a management ‘push’ towards Lean working (management 
commitment to Lean, setting a vision, motivating staff), to a subsequent ‘pull’ from 
employees such that teams became self-sufficient in Lean working.   Such maturity 
in Lean implementation had not been achieved in the healthcare organisations 
studied but the authors argue that similar trends to those in the manufacturing 
organisation were observed in healthcare nonetheless. 
 
A study by Morrow, Robert and Maben (2014) would suggest that in the case of 
Lean implementation through Productive Ward in healthcare, ‘push’ and ‘pull’ are 
required as concurrent leadership styles.  They describe the need for strategic 
leaders to align Lean activities to organisational goals and resourcing activities at 
the same time as operational managers encouraging staff participation and 
providing the opportunities for engagement, personal development and 
empowerment.  This collective leadership has been noted as an important factor for 
long-term impact and sustainability of Lean-driven performance improvements 
(Wood, 2014). 
 
In order to enact leadership strategies such as these, a study by Steed (2012) and 
literature review by Aij and Teunissen (2017) suggest that the adoption of specific 
leadership behaviours will lead to pre-determined outcomes.  Aij and Teunissen 
(2017, p.726) conclude that being open to self-development, developing others, 
                                               
8 Transformational leadership is characterised by a charismatic leader who provides vision 
and direction, aligns people to that vision, inspires, motivates, develops others and achieves 
results (Bass, 1985). Servant leadership is characterised by a leader who lives by their 
conscience, has strong morals regarding right and wrong; listens to others and is linked to 
values of fairness, honesty and respect and integrity (Greenleaf, 1977). 
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being visible and enacting the principles of Lean will have a “desired effect on 
employees and organizational processes”.  Similarly, Steed (2012) describes a list 
of personal characteristics and behaviours required of an effective healthcare leader 
in the context of Lean implementation.  They include traits such as honesty, 
confidence, ambition, motivation, leading from behind and being inspirational.   Key 
behaviours include, for example, consistency, visibility, empowerment, collaboration 
and acting as a role model.  Although this study lacks clarity regarding the methods 
employed, and the participants were limited to senior executive healthcare leaders, 
the findings resonate with the previous leadership studies as the characteristics and 
behaviours are those associated with transformational and servant leadership 
styles.  As such there is some, albeit limited evidence, to suggest that these 
leadership styles may offer benefits in terms of Lean implementation in healthcare. 
 
However, a study by Hunter et al (2015) suggests that even when the required 
leadership is provided, effective Lean changes will be limited by environmental 
instability and frequent shifts in policy.  Such political or ideological shifts do not 
affect healthcare in isolation, but it could be argued that the NHS is particularly 
vulnerable to policy changes given the degree of governance and accountability 
applied to the sector alongside repeated restructuring in recent years. 
 
3.4 Conceptual framework for the study 
This section synthesises the key findings from the literature review, the assumptions 
underpinning Lean research and the gaps in knowledge pertaining to Lean in 
healthcare.  This critical review and synthesis determined the conceptual framework 
for the planned study.  A conceptual framework provides a map of a study and the 
rationale for the development of the research question (Fulton and Krainovich-Miller, 
2010).  Therefore, the following discussion highlights key aspects from the extant 
Lean literature that have contributed to developing the focus of this study.  These 
aspects are the technical, processual focus of Lean research, the dominant 
positivist/post-positivist lens of Lean research and the absence of humanistic 
considerations in Lean research. 
 
3.4.1 The technical, processual focus of Lean research 
From the studies retrieved in this literature review, it is evident that Lean has been 
widely adopted across the healthcare sector, crossing both organisational and 
geographical boundaries.  The dominant focus of Lean research in healthcare is on 
the application of Lean tools to improve clinical or administrative processes within a 
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defined aspect of service delivery.  There is evidence to suggest that Lean can 
improve operational efficiency and effectiveness when applied to processes of care.  
However, definitive conclusions are constrained by potential positive publication 
bias; a greater reporting of negative findings is required.  Nonetheless, there is 
some evidence that Lean can lead to performance improvements in the short-term, 
although there is debate as to whether the changes are sustainable.    
 
As discussed in Chapter 2, the perception of Lean as a set of technical tools is 
regarded as a limitation to the widespread adoption of Lean across an organisation 
and the effectiveness or sustainability of Lean improvements in practice.  There is 
some evidence from exemplar Lean healthcare organisations that have adopted 
Lean as an organisational improvement strategy that improvements are not as 
effective as anticipated or that they fail to sustain.  The empirical evidence retrieved 
in this literature review only demonstrates short-term improvements using Lean 
tools.  Further research is required to understand the effectiveness and 
sustainability of Lean improvements, and the debate that centres around applying 
Lean tools to improve discrete processes (tools-based approach) or adopting Lean 
as a wide-spread organisational improvement (strategic management-based 
approach).  As Lean remains central to NHS improvement strategy and practice, it is 
important to understand the benefit (or not) of investing public money in the 
application of Lean in the NHS, and the extent to which this should be undertaken. 
 
The evidence for the impact of Lean on sociotechnical factors is limited, particularly 
by a lack of methodological rigour and speculative works.  There is some evidence 
to suggest that Lean interventions have a positive impact on patient and staff 
satisfaction, staff morale, and staff engagement with their work.  However, the trend 
in studies evaluating the effectiveness of Lean is to focus on operational 
improvements.  There is a lack of studies which consider the impact of Lean on 
clinical outcomes.  This is an important factor in relation to the productivity and 
quality challenges facing healthcare. 
 
Following the publication of studies reporting the potential benefits of Lean, the 
literature developed towards understanding receptive contexts for Lean in 
healthcare.  Critical success factors emerged with wider contextual and readiness 
for Lean factors being explored as part of the enablers or barriers to Lean 
implementation.  These factors included practical support mechanisms for staff, 
leadership, receptive contexts, staff perceptions of Lean, and development of the 
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‘right’ culture.  The prevailing assumption is that levers for control may be identified 
and applied. 
 
3.4.2 The positivist/post-positivist lens of Lean research 
Indeed, the critical analysis of Lean literature presented in this chapter has revealed 
the dominant mechanistic lens through which Lean is applied and evaluated in 
healthcare.  Key findings from the literature suggest that with the right resources 
(such as time and training in Lean), the right leadership style, skills and behaviours 
and the right knowledge about contextual factors, managers can apply levers 
(critical success factors) to realise a pre-determined state related to quality 
improvement and a desired Lean culture.  Lean research therefore operates within a 
positivist/post-positivist framework with ideologies of order, control and stability 
underpinned by linear causality.  It may be assumed that this dominant framework is 
applied to Lean research in healthcare because Lean has roots in Scientific 
Management (Taylor, 1911) which is predicated on reductionism and determinism.  
That is, scientifically assessing human labour to determine optimal productivity.   
 
In terms of the historical roots of Lean, engineer Frederick Taylor’s (1856-1915) 
Scientific Management (part of the Classical organisational theories), was founded 
on the assumption that workers are motivated by pay and that by designing work 
tasks for optimal efficiency and piece rate pay, workers are paid fairly according to 
their productivity and industry profits would be maximised through work 
standardisation and higher rates of output.  The notion of worker motivation 
developed in the 1920’s through a new organisational approach known as Human 
Relations.  The origins of Human Relations may be traced to psychologist Elton 
Mayo’s (1880-1949) Hawthorne Experiments (Porter and Bigley, 1995).  These 
studies into worker productivity revealed that productivity increased not through 
technical or environmental issues, but through workers being singled out for special 
attention (by being part of the experiment) and the informal group norms and 
attitudes workers established themselves (Burnes, 2014).   
 
The emphasis on relational and group interaction in management thinking was 
further developed by social reformer and management consultant, Mary Parker 
Follett (1868-1933) who argued that individuals’ sense of identity, group belonging 
and pride in meaningful work were important motivators (Wren, 1994).  The move 
towards exploring motivators, other than those related to pay, advanced in the 
1950s-1960’s through research from the Tavistock Institute of Human Relations, 
and the development of socio-technical systems theory.  Specifically, the work of 
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Eric Trist and Ken Bamforth revealed how autonomous work groups who controlled 
their own work and job design, led to enhanced productivity (Trist and Bamforth, 
1951), and highlighted the relationship between social systems (e.g. social 
relationships, attitudes, feelings about work) and technology (e.g. job design, 
environment).   
 
Despite the evolution of these humanistic theories with their emphasis on human 
relations and group norms and behaviours, their influence is not evident in the 
extant Lean healthcare literature.  Instead, Lean research in healthcare tends to 
draw on Classical organisation theory (specifically Scientific Management), 
focussing on reducing Lean implementation into component parts (e.g. critical 
success factors) to determine the optimal conditions or approaches organisational 
leaders may control to maximise success of Lean activities.  As discussed in 
Chapter 2, the conceptualisation is ‘organisations-as-machine’. 
 
None of the studies retrieved from this literature search have explicitly 
acknowledged this dominant approach to researching Lean.  Instead, there appears 
to be unquestioned acceptance that Lean research is conducted within a 
positivist/post-positivist framework that assumes objective observation and 
rationality.  The centrality of ‘improvement science’ in NHS improvement strategy, 
as discussed in Chapter 2, has perhaps influenced the scientific lens through which 
Lean in healthcare has been explored.  So, whilst the knowledge of Lean in 
healthcare has developed beyond simple process improvement outputs to enablers, 
barriers, contextual and cultural factors, there is nevertheless much to learn 
regarding some overlooked issues that move away from mechanistic explorations of 
Lean.  That is, humanistic considerations (human agency, individuality and 
subjective experience).   
 
3.4.3 The absence of humanistic considerations in Lean research 
Lean is a philosophy that is operationalised through the application of principles and 
tools.  It is humans who interpret those principles and apply the tools, yet there are 
no studies which explore the human subjective experience of Lean.  Studies focus 
on process improvements and what mechanisms to employ to influence 
engagement with Lean and desired behaviours.  Humanistic elements are 
superficially considered in some Lean research, but the studies are either limited by 
the adoption of quantitative methods to explore subjective phenomena (a Likert-
scale questionnaire measuring perceptions of culture) or the focus remains within a 
post-positivist framework.  That is, perceptions of, and satisfaction with individuals’ 
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involvement with a Lean intervention is evaluated to ascertain deterministic critical 
success factors that lead to engagement with Lean.    
 
Consequently, human experience has been considered solely in a cognitive sense.  
That is, what did people think about the Lean initiative in which they were involved 
and how can that knowledge be leveraged to improve the success of future staff 
engagement with Lean.  There has been no research to fully explore subjective 
experience and how people feel about their experience of Lean.  This is an 
important consideration to advance our understanding of Lean in healthcare.  Not 
least because Lean is not an entity in and of itself.  It is a philosophy and set of 
principles and tools that only come into being through the enactment of people who 
interpret and apply those principles and related tools in practice.  Their interpretation 
and experience of Lean is, therefore, an important factor to add to the knowledge 
within the extant literature that focuses on the structural and technical aspects of 
Lean.  Their subjective experience is a fundamental part of the application of Lean 
in practice and this experience is not yet known.  Additionally, it is not known if and 
how this experience affects Lean implementation.  There is a growing number of 
publications and reports related to Lean in healthcare as individual organisations 
and services explore if and how Lean can work for them (Shokri, 2017).  Adding yet 
more positivist/post-positivist research to the current evidence-base for Lean in 
healthcare is unlikely to advance knowledge about if and how Lean can work for 
organisations.  New insight into the humanistic elements of Lean is essential if we 
are to advance knowledge in the field and determine if and how Lean can help NHS 
organisations meet their quality and productivity challenges. 
 
This study aims to address the gap in knowledge by adopting an interpretivist 
theoretical perspective that considers the value of human agency and explores the 
subjective human experience of Lean.  So not just what people think about Lean, 
but what is their subjective, emotional, ‘feeling’ experience, and does that emotional 
experience influence the application of Lean in practice.  The conceptual framework 
illustrated in Figure 3.2 provides a diagrammatic representation of the key summary 
points of the literature review, highlighting the significant gap in the body of 
knowledge in relation to the humanistic elements of Lean.  As such, the rationale for 
and focus of the planned study is emphasised. 
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Figure 3.2 Conceptual framework for the study 
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3.5 Summary 
The purpose of this literature review was to establish what is known about the 
application of Lean principles and tools in healthcare and to identify what deficits 
there may be in the literature.  Key findings from the literature suggest that with the 
right resources, the right leadership style, skills and behaviours, and the right 
knowledge about contextual factors, managers can apply levers to realise a pre-
determined state related to quality improvement through the application of Lean 
principles and tools and develop a desired Lean culture.  Based on the key findings 
from this literature review, the dominant positivist/post-positivist approach to Lean 
research and the assumptions underpinning Lean research, together with the gaps 
in knowledge pertaining to Lean in healthcare, have been highlighted.  That is, an 
absence of research into the humanistic elements of Lean.  To address the gap in 
knowledge, a conceptual framework that focuses on the human, subjective, ‘feeling’ 
experience of Lean in healthcare was developed for the planned study.  Chapter 4 
will critically discuss the research design to operationalise this conceptual 
framework.
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Chapter 4 RESEARCH DESIGN 
4.1  Introduction 
This chapter clarifies the adoption of the social science lexicon (the range of use 
and interpretations of research terminology) so that a transparent framework for the 
design of this study is presented, which includes a rationale for the choices made.  
To do this, the philosophical, theoretical, strategic, and operational elements of the 
study will be critically discussed and synthesised, demonstrating ‘research fit’ 
between these elements of research design and the purpose of studying the Rapid 
Process Improvement Workshop (RPIW) that was the focus of this research. 
 
4.2  Defining research terminology 
In terms of defining ‘research’ there are some common characteristics that set it 
apart from everyday human enquiry, problem-solving and sense-making.  That is, 
research is an inquiry to extend knowledge that is systematic, empirical, critical and 
open to public scrutiny (Stenhouse, 1975; Cohen, Manion and Morrison, 2011; 
Saunders, Lewis and Thornhill, 2015).  To ensure congruence with these 
characteristics, a good quality inquiry depends on the researcher developing critical 
research sensibility and in doing so, make explicit the underlying assumptions, 
beliefs, values and worldview that pervades the research process.  This is, by no 
means, a simple task as these concepts are often tacit and taken-for-granted.  To 
embark on this journey of self-awareness and reflexivity, the novice researcher must 
first navigate their way through the maze of research terminology which, as Crotty 
(1998) points out, is far from consistent in research literature and social science 
texts and can sometimes even be used in contradictory ways. 
 
4.3  Philosophy and research 
Philosophical assumptions are located in all stages of research.  May et al (1996) 
assert that the focus of an inquiry will be informed by ontological perspectives about 
the world and how best to obtain the knowledge required to operationalise the 
study’s aims through research methods which are shaped by epistemological 
assumptions.  We may or may not be aware of these philosophical assumptions but, 
what we can be certain of, is they will inform the theoretical choices we make that 
guide and influence our research (Creswell and Poth, 2018).  High quality research, 
and a critical researcher, will make explicit these assumptions to understand the 
choices made and their implications for the contribution to knowledge, and to allow 
for critical scrutiny.  Given that philosophical assumptions may be implicit, taken-for-
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granted worldviews, identifying them can be a challenge, particularly for the novice 
researcher.  A good starting point is gaining an understanding of research 
terminology but different academics from different disciplines assign various 
interpretations to the terminology of research (Grix, 2002). 
 
To provide the required clarity in this thesis, I have drawn on Crotty’s (1998) 
schematic representation due to its unambiguous structure (see Figure 4.1).  Other 
frameworks were considered such as Denzin and Lincoln’s (2011) ‘five level 
research process’.  This was rejected due to uncertain application of concepts 
particularly in relation to epistemology and theoretical perspectives.  For example, 
constructivism being categorised alongside interpretivism.  As will be discussed later 
in this chapter, both constructionist and interpretivist positions are adopted for this 
study, but as separate concepts.  That is, I interpret constructionism as an 
epistemological concept and interpretivism as a theoretical perspective.   Indeed, 
constructivism and constructionism 9 are considered as epistemologies by a number 
of scholars (e.g. Braun and Clarke, 2013; Perri 6 and Bellamy, 2012; Crotty, 1998) 
which is in contrast to Denzin and Lincoln (2011) who regard constructivism as a 
theoretical perspective (see Table 4.1).  To avoid confusion regarding these 
branches of philosophy, Crotty’s (1998) schema was adopted which categorises 
epistemologies in congruence with a number of other research scholars. 
 
Crotty (1998) does not include ontology in his schematic representation of research 
design, arguing that epistemological and ontological issues arise together.  Whilst I 
agree with this interrelationship (that is what constitutes reality and how we come to 
know that reality are inextricably linked), it is my contention that they can be kept 
apart conceptually for the purpose of making explicit a researcher’s position.  To 
that end, I have adopted Crotty’s schema to illustrate the relational elements of my 
study’s design but have adapted it to include my ontological position (see Figure 
4.1).  Whilst the schema suggests a directional relationship between those 
elements, I acknowledge that this is a simplified representation of deeply complex 
concepts that are neither linear nor unidirectional as my application of the schema 
suggests.  However, it serves to make my positionality explicit so that I can 
rationalise the choices I have made throughout the research process and so that 
judgements may be made by others on the quality of my study. 
                                               
9 Constructivism relates to epistemological considerations of meaning-making of the 
individual mind and Constructionism relates to epistemological considerations of collective 
meaning-making (Crotty, 1998) 
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Table 4.1 Denzin and Lincoln’s (2011) process and Crotty’s (1998) schema 
Denzin & Lincoln’s five stage process Crotty’s schema 
Phase 1: The Researcher as a 
Multicultural Subject 
History and research traditions 
Conceptions of self and the other 
The ethics and politics of research 
Epistemology 
Objectivism 
Constructionism 
Subjectivism 
(and their variants) 
Phase 2: Theoretical Paradigms and 
Perspectives 
Positivism, postpositivism 
Interpretivism, constructivism, 
hermeneutics 
Feminism(s), Racialized discourses 
Critical theory and Marxist models 
Cultural studies models 
Queer theory 
Post-colonialism 
Theoretical Perspective 
Positivism (and post-positivism) 
Interpretivism 
 Symbolic interactionism 
 Phenomenology 
 Hermeneutics 
Critical inquiry 
Feminism 
Postmodernism 
etc. 
Phase 3: Research Strategies 
Design 
Case study 
Ethnography, participant observation, 
performance ethnography 
Phenomenology, ethnomethodology 
Grounded theory 
Life history, testimonio 
Historical method 
Action and applied research 
Clinical research 
Methodology 
Experimental research 
Survey research 
Ethnography 
Phenomenological research 
Grounded theory 
Heuristic inquiry 
Action research 
Discourse analysis 
Feminist standpoint research 
etc. 
Phase 4: Methods of Collection and 
Analysis 
Interviewing, Observing 
Artifacts, documents, and records 
Visual methods 
Autoethnography 
Data management methods 
Computer-assisted analysis 
Textual analysis 
Focus groups 
Applied ethnography 
 
Method 
Sampling 
Measurement and scaling 
Questionnaire 
Observation (participant; non-
participant) 
Interview, focus group, case study 
Life history, Narrative 
Visual ethnographic methods 
Statistical analysis, Data reduction 
Theme identification 
Comparative analysis 
Cognitive mapping 
Interpretative methods 
Document analysis 
Content analysis 
Conversation analysis 
etc. 
Phase 5: The Art, Practices, and Politics 
of Interpretation and Evaluation 
Criteria for judging adequacy 
Practices and politics of interpretation 
Writing as interpretation 
Policy analysis, Evaluation traditions 
Applied research 
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Figure 4.1 Research Design adapted from Crotty (1998) 
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Each element of this schema, and the rationale for the choices I made, will be now 
be discussed in turn. 
 
4.4  Ontology 
Ontology is a branch of philosophy concerned with the fundamental nature of the 
world around us (Bruce and Yearly, 2006); that is the nature of existence and what 
constitutes reality (Gray, 2014).  Arguably, it is the root of a centuries old 
philosophical debate that in more recent social science has been coined the 
‘paradigm wars’ (Lincoln and Guba, 1985).  Within this debate lie opposing views as 
to the nature of social reality.  On one side, there is the ontological position of 
‘being’; that we exist independently of an external, objective social world which 
imposes itself on us.  Contrastingly, there is the ontological position of ‘becoming’; 
that reality is an emergent and constantly changing product of individual 
consciousness.  Burrell and Morgan (2000) summarise these antipodes as social 
reality being a given that is ‘out there’ in the world, or something that is created by 
one’s own mind.  I hold that social reality is created by one’s own mind.  That it is 
socially constructed with and through interactions with others.  Ontological 
assumptions cannot be empirically confirmed or refuted (Hughes and Sharrock, 
1997) but I can provide the following argument to rationalise my position. 
 
In terms of this study, for all that Lean is an identifiable set of principles and tools, it 
is a construct of the human mind; not a physical, reified entity.  Lean only comes 
into being when enacted by people and, in terms of organisational life, in a collective 
sense.  Reality for those involved in Lean is therefore socially co-constructed as 
they interact with Lean principles and with each other in that process.  
Consequently, my broad ontological position is one of ‘Idealism’ – that RPIWs are 
not an external social reality that exist independently of human consciousness – 
with a nuanced perspective of ‘Collective Idealism’ – that the social world of an 
RPIW is co-constructed with others in a particular context (Ormston et al, 2014; 
Hughes and Sharrock, 1997).  Collective Idealism assumes the social construction 
of multiple realities as described by Berger and Luckmann (1971) and how one 
comes to know that reality.  To apply these concepts to my research, I turn to the 
philosophical branch termed ‘epistemology’ which is concerned with the nature of 
knowledge; that is, what kinds of knowledge are possible and how can we know 
what we think we know about the world (Crotty, 1998; Bruce and Yearly, 2006). 
 
 75 
4.5  Epistemology 
It is my contention that knowledge of Lean is not passively received; it is actively 
constructed as individuals interact with Lean principles and the social interaction 
they have with others in doing so, to develop a social stock of knowledge related to 
Lean as a phenomenon.  In keeping with ‘Collective Idealism’, that social stock of 
knowledge is context specific.  How Lean is known and understood in one setting 
may be different in another.  This is shaped by, for example, historical, biographical 
and cultural factors.  What I am illustrating here is my position with regards to the 
everyday experience of Lean (influenced by Berger and Luckmann’s (1971) social 
constructionism).  That experience of an RPIW occurs through collective 
participation in a social stock of knowledge which provides typificatory schemes to 
make sense of, and navigate oneself, in the application of Lean principles in practice 
(by means of an RPIW). 
 
Within the field of epistemology there are fundamental questions about the ‘true’ 
nature of knowledge and whether we can ever know if something is ‘true’.  To 
embark on a discovery of ‘truth’ assumes that ‘truth’ exists as an independent reality 
(Goles and Hirschheim, 2000).  The personal worldview I have presented thus far 
assumes that reality does not exist independently of human consciousness 
therefore I cannot claim knowledge that reality exists independently.  I therefore 
reject an objectivist epistemology which assumes such an existence of an 
independent reality and that meaning resides within the object (whether physical or 
metaphysical), independent of any human consciousness (Crotty, 1998).  Instead, I 
believe knowledge (truth) is, as described by Goles and Hirschheim (2000), a 
collective convention that is relative to time, place and people.  Accordingly, my 
assumptions ascribe to social constructionist and subjectivist epistemologies.  
Within these specific philosophical fields, there is agreement that meaning does not 
reside in the object awaiting discovery by an objective observer as in objectivism.  
Where constructionism and subjectivism depart, according to Crotty (1998), is how 
meaning is generated.  For constructionism, this is through the interaction of object 
and subject.  For subjectivism, meaning is ascribed to the object completely 
independently of the object, arising from internal subjective consciousness.  Crotty 
gives examples of this as from one’s dreams or religious beliefs.  Both 
constructionism and subjectivism have some congruence with the aim of this study 
and my personal beliefs, however it is the former that I contend has the greater 
congruence.  As argued previously, Lean only comes into being through the 
enactment of individuals.  As Lean and the people partaking in an RPIW are the 
‘objects’ in an epistemological sense, a subjectivist view would suggest no active 
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role of the objects in the generation of meaning.  Consequently, there would be no 
active involvement of the individuals enacting Lean through an RPIW.  However, I 
have argued in section 4.4 that Lean does not exist independently as a physical, 
reified entity.  It comes into being through the enactment of people so to assume no 
active role of those people as ‘objects’ assumes Lean is indeed an independent 
entity.  I therefore reject subjectivism.  Instead constructionism assumes that 
knowledge is co-constructed as an interplay between object (Lean principles, Lean 
tools, other people) and subject (the individual).  In the particular case of RPIWs, the 
enactment of Lean is a collective endeavour such that knowledge of Lean is socially 
constructed and therefore the epistemological position applied to this inquiry is 
social constructionism. 
 
4.6  Theoretical Perspective 
The philosophical assumptions discussed thus far are abstract concepts; 
notwithstanding the attempt I have made to apply them to the ‘real life’ aspects of 
Lean and my research.  Crotty (1998, p.7) provides a means of connecting the 
abstract to the concrete through theoretical perspective.  He describes this as “our 
view of the human world and social life within that world” that represents the 
philosophical assumptions we bring to the research process.  It is a perspective that 
forms a bridge from the abstract philosophy of ontology and epistemology to the 
research act by defining the set of concepts whose proposed relationships offer 
explanation of a phenomenon.  Put simply, the way in which one views the world 
affects the way in which one explores that world through research. It is noted by 
Crotty (1998) that distinct ontological and epistemological views do not necessarily 
imply a specific theoretical perspective.  Choices are to be made by the researcher 
such that the exploration of any one phenomena may be interpreted in different 
ways. This is demonstrated illustratively in Figure 4.2 as a gamut of possible 
illuminations that may be contradictory, complimentary or a whole new way of 
viewing that phenomenon.  It is imperative, therefore, for the researcher to 
understand the lens through which they conduct their research and make this 
explicit so that claims made acknowledge the unique combination of lenses through 
which the phenomenon has been explored and the inevitable limitations imposed by 
the different perspectives adopted. 
 
The ontological and epistemological lenses through which RPIWs are being viewed 
in this study have been critically discussed here and in sections 4.4 and 4.5.  
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Theoretical perspectives will now be critically reviewed and the justification for the 
interpretivist lens adopted will be provided. 
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Figure 4.2 Lenses of inquiry (illustration by Siobhan Taylor) 
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A range of theoretical perspectives abound with the most commonly cited being 
‘positivism’ and various strands of ‘interpretivism’.  They represent a fundamental 
debate within the social sciences; that is the extent to which social science inquiry 
can and should adopt the methods of the natural sciences, and whether social 
phenomena can be subject to the same explanatory mechanisms as physical 
phenomena (Bruce and Yearly, 2006; May et al, 1996).  The important decision is 
not to declare allegiance to a particular faction but to transcend the positivism 
versus interpretivism debate and focus on the most appropriate perspective to 
address the research question (Flick, 2014; Bryman, 1988). 
 
4.6.1 Critical Inquiry 
Before critically reviewing positivism and interpretivism as applied to this inquiry, 
Crotty (1998) highlights a third theoretical perspective termed ‘critical inquiry’, that 
warrants consideration given the viewpoint of those opposed to Lean.  Stewart et al 
(2009, p.xi) are the most notable authors in this strand of Lean research and 
contend that Lean is an “ideological assault upon organised labour” and that “lean 
production demands labour subordination”.  For example, a review of Lean in the 
automobile industry suggests that employee empowerment is rhetoric rather than 
reality; that employees do not have control over their working practices or 
preferences (Jones, Latham and Betta, 2013).  Other case study research by 
Kinnie, Hutchinson and Purcell (1998) suggests that Lean can be perceived as 
being synonymous with job losses and in organisations where Lean is used as part 
of restructure and improving productivity (regardless of absolute conformity to Lean 
principles), the psychological well-being of employees was adversely affected. 
 
Such propositions may form the foundation for an inquiry that views Lean through a 
critical inquiry lens.  This theoretical perspective is concerned with empowerment 
and emancipation for less powerful and marginalised groups, revealing underlying 
social control, power relations and inequality (Neuman, 2014).  If a critical inquiry 
perspective were adopted for this study, one would have to assume the participants 
of Lean in the National Health Service were an oppressed, marginalised group.  I 
have no warrant to make such assumptions.  Additionally, the Lean tool that is the 
focus of this study is an RPIW from which a transient group of individuals are 
selected from across a range of departments and disciplines.  Although they have 
‘employee’ as a common characteristic as a collective involved with an RPIW, it is 
unlikely that they would hold an historical group identity upon which a critical inquiry 
analysis could be based.  Group membership to an RPIW is temporary; it exists only 
for the duration of the RPIW and may range from involvement over only one day to 
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the 365 days of the RPIW lifespan.  Historical group identity cannot therefore be 
assumed as a feature of an RPIW group.  Furthermore, it could be argued that 
exploring participants’ experience of Lean within the parameters of pre-defined 
politics or power may limit the exploration of that experience.  If such constraints 
exist then I wish for them to emerge organically.  Critical inquiry is therefore 
regarded as inappropriate for this study. 
 
4.6.2 Positivism  
As illustrated in Figure 4.2, lenses that focus on constructed realities, social worlds 
and subjective meaning have been adopted so that the human experience of an 
RPIW may be illuminated.  I have argued that collective idealism and social 
constructionism are the most appropriate philosophical foundations related to Lean 
implementation and have therefore rejected objectivism within the parameters of this 
research.  That is not to say that theoretical perspectives informed by objectivism 
would not offer useful insights into Lean.  Here, I refer to positivism.  Positivist 
perspectives work within a realist ontology, that the social world exists externally to 
the researcher, and an objectivist epistemology, that we can come to know this 
world through objective observation (Gray, 2014; Denzin and Lincoln, 2011).  
Similarly, the constitutional elements of Lean are founded on objectivity, 
reductionism and determinism; as such, inquiry into Lean lends itself to a positivistic 
approach and the dominant Lean discourse has offered representations of an 
external truth.  That is to claim universal laws (or in the case of postpositivism, claim 
approximations), regarding the adoption of Lean principles and tools to achieve 
predicted outcomes such that the behaviour of individuals is reduced to predictable 
effects out-with the subjective experience or influence of those individuals or, 
indeed, the researcher.  However, the purpose of this study is to explore the 
subjective world and human experience of Lean, so an interpretivist perspective has 
been adopted. 
 
4.6.3 Interpretivism 
It is my contention that whilst Lean provides a range of prescriptive principles and 
tools to be employed, it is not (as previously argued in section 4.4) a reified entity.  It 
comes into being through the enactment of human beings.  As such, it cannot be 
considered an external stimulus to which humans as objects respond as determined 
by that stimulus, but a phenomenon that is part of human sense-making.  It holds, 
therefore, that to understand Lean from this perspective and examine Lean through 
the eyes of the participant (Cohen, Manion and Morrison, 2011), an interpretivist 
theoretical perspective holds most congruence with this study.  To illustrate this 
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point further, a quote by Sociologist, Herbert Blumer, made some decades ago 
resounds with the initial reason for my undertaking this research: 
 
“The initial position of the social scientist and the psychologist is practically 
always one of lack of familiarity with what is actually taking place in the 
sphere of life chosen for study [my emphasis]”  
(Blumer, 1969, p.33) 
 
The dominant Lean discourse focuses on processual elements and adopts a 
nomothetic (seeking general laws) approach to inquiry, looking for consistencies 
and regularities in the implementation of Lean.  Based on my experience and 
knowledge of the field as a clinician, an academic and a novice researcher, my 
position was one of unfamiliarity with what was actually taking place, at the level of 
the person, when Lean was implemented in healthcare.  I endeavoured, therefore, 
through the process of research, to illuminate this unknown but inherent part of 
Lean.  To undertake this task, any branch of interpretivism would potentially lead to 
discovery and insight, each with its own particular take on the subjective and human 
experience of Lean implementation. 
 
Crotty (1998) highlights three common branches of interpretivism: symbolic 
interactionism, hermeneutics and phenomenology.  I contend that symbolic 
interactionism and phenomenology have greatest congruence with the aim of this 
study, so reject hermeneutics.  I use the term ‘reject’ loosely here.  I do not believe 
that it is possible to reject any branch of interpretivism in its entirety because 
defining one’s theoretical perspective is not a delineated task.  The branches of 
interpretivism are not mutually exclusive, rather they are parallel with nuanced 
differences in focus.  Indeed, Silverman (2011) cautions against making an 
ideological commitment to any one theoretical perspective stating that they are, at 
best, a pedagogic device for the student researcher to grasp research jargon and, at 
worst, they can be used to limit critical thinking and willingness to cross-fertilise 
ideas between factions.  Nevertheless, for the purpose of transparency, I will 
continue to draw on Crotty’s (1998) schema to explain the theoretical choices I have 
made for this study. 
 
4.6.4 Hermeneutics 
Returning, therefore, to the ‘rejection’ of hermeneutics.  The approach has not been 
rejected in its entirety.  The words and phrases RPIW participants use to describe 
their experience are key to gaining access to the subjective meaning participating in 
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an RPIW entails.  In this sense, hermeneutics will be drawn upon to develop insight 
into the subjective account of participants in Lean through the analysis of text (the 
transcribed spoken word).  This analysis is viewed as an interactive and interpretive 
approach on the part of the participant as their experience and interests shape what 
they say; and on the part of the researcher (and readers of this thesis) as their 
experience and interests shape the meaning they interpret from the text (Bruce and 
Yearly, 2011; Ormston et al, 2014; Denzin and Lincoln, 2011).  The subjective and 
interpretive nature of hermeneutics is, therefore, in keeping with the aim of this 
study but a deeper hermeneutical approach that focuses on linguistic analysis is 
where congruence is lessened.  The focus of this research is on the subjective 
accounts of participants in an RPIW, holistically, to capture the entire social 
experience rather than focus on language in depth.  Focus on language may include 
the analysis of syntax (the arrangement of words or phrases), structure (relationship 
between words or phrases), phonetics (sounds of speech), genre (style of language) 
or convention (accepted use of language) (Schmidt, 2006).  Such a hermeneutic 
approach would offer unique insights, but I argue that for this study, those insights 
would be too narrow due to the centrality of linguistic analysis. 
 
4.6.5 Phenomenology 
There are many different ways in which phenomenology is understood across 
disciplines (Bakker, 2012) including variations in reference to the concept as a 
philosophy or a method (Richards and Morse, 2013).  In this thesis, phenomenology 
is defined as a theoretical perspective given that it is regarded as an influential 
philosophical movement borne of German philosophers’ search for an alternative to 
the dominance of empiricism in the 1800s (Titchen and Hobson, 2011).  These 
philosophers regarded the methods of the natural sciences as being inappropriate 
for understanding human experience (Carel and Meacham, 2013).  It is the 
centrality of human experience within phenomenology that aligns with the aim of this 
study but given the range of phenomenological perspectives which have evolved 
from the founding work of philosopher, Edmund Husserl, it is important to recognise 
the specific approach being adopted within any inquiry. 
 
Adopting a Husserlian approach to the study of the human experience of Lean 
would emphasise the revelation of hidden or subconscious meaning behind the 
meaning participants in Lean generate from their received cultural norms and 
prevailing understanding of Lean as an object of their experience.  It is this latter 
notion of objects or ‘things themselves’ that is fundamental to Husserlian (or 
transcendental) phenomenology and is based on the constructionist epistemological 
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notion of ‘intentionality’.  That is, consciousness is always directed towards 
something (Moustakas, 1994) but the approach is concerned with revealing the 
untainted meaning contained within that something, the object, on the assumption 
that the object is “thus and thus ‘in itself’; it has its own proper mode of being, its 
own essential supply of predicables that qualify it” [original emphases] (Husserl, 
1931, p.53). 
 
An inquiry drawing on Husserlian phenomenology therefore entails laying aside 
prevailing understandings of the object (Crotty, 1998).  However, it may be argued 
that prevailing understandings borne of historical, biographical and cultural factors 
that, being integral (from the social constructionist position I adopt) to human sense-
making, cannot be put aside.  Furthermore, any attempt to do so would necessarily 
narrow the focus of this research which, as stated earlier, aims to explore 
participant’s experience of Lean holistically.  That is, to be receptive to any 
emergent notions of prevailing understanding or cultural factors as a basis for the 
explanatory purpose of the study rather than a detailed phenomenological 
description.  Whilst I see merit in, and endeavour to adopt, the critical element of 
Husserlian phenomenology that is questioning taken-for-granted assumptions, I 
depart with this branch of phenomenology on, what Crotty (1998, p.82) describes as 
the “note of objectivity”.  I do not believe, that as a clinician and researcher with 
knowledge and experience of Lean, I can ‘bracket’ myself off from the lived world of 
the Lean participants.  That which I choose to observe and question, consciously 
and sub-consciously, will be influenced by my prevailing understanding of Lean.  As 
such, an existential phenomenological perspective is adopted in this study. 
 
Developed initially by Husserl’s student, Martin Heidegger, this perspective views 
human experience as perceived such that “a reciprocal relationship exists between 
the observer and the phenomenon that includes all thought, moods, efforts, and 
actions within the life-world” (Richards and Morse, 2013, p.71).  This is described as 
Heidegger’s view of “being-in-the-world” such that meaning and sense-making are 
not isolated from, but rather connected essentially, and intentionally, to the object of 
experience (Stapleton, 2014).  This holds for the experience of those implementing 
Lean and myself as the observer of Lean implementation.  We all bring to our 
experience our prevailing understandings and cultural norms and share the 
temporal mode of Lean activities; that is the reality of Lean implementation at that 
moment in time which Heidegger argues is inseparable; “that which really is…is that 
which presents itself” (Stapleton, 2014, p.46).  This context-specific 
phenomenological assumption resonates with the social constructionist 
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epistemological position I adopt, and with the aim of this study to explore the social 
construction of reality in relation to the human experience of Lean. 
 
4.6.6 Symbolic Interactionism 
In the same vein as existential phenomenology, rather than set aside culturally or 
experientially ascribed meaning, symbolic interactionism is founded on the 
assumption that our interpretation of the world around us is realised through drawing 
on the socially created meaning that things (physical or metaphysical) have for us 
(Blumer, 1969).  The phenomenological concept of intentionality is apparent here 
but in keeping with collective idealism, symbolic interactionism offers a perspective 
that reflects my contention that Lean is an enacted phenomenon, brought about with 
and through others.  The premises Blumer (1969) highlights as being foundational to 
symbolic interactionism align with this ontological view of Lean.  They are, that 
humans act towards things based on the meaning those things have for them; that 
meaning is socially learned as it comes into being through interaction with others, 
the thing itself or some intermediate thing (such as, in the case of Lean, information 
sources about Lean); and that meaning-making is an interpretive process that 
occurs in relation to that specific encounter.  Consequently, rather than seeking an a 
priori truth (which the deterministic nature of Lean suggests), symbolic 
interactionism encourages exploration of the meaning individuals ascribe to Lean.  
These guiding principles align closely with the aim of this study, to reveal the 
interpretive acts associated with the implementation of Lean.  As Davetian (2012, 
p.5) states “as important as observable reality is the interpretation of the social 
actors who are in the grips of that reality”.  In line with the aim of this study, that 
interpretive act encompasses the centrality of thoughts, feelings and emotion.  
Blumer (1969) considered social action to be a fundamental unit of social science 
analysis and, according to Williams (2012a), symbolic interactionists define those 
social actions as visible behaviours as well internal actions such as thoughts and 
emotions.  As such, methods that enable researchers to understand the meanings 
people attach to such action, in a study of smaller group processes, are encouraged 
(Williams, 2012a; Davetian, 2012).  The suggestion, therefore, is that drawing on 
symbolic interactionism will enable a detailed exploration of the social and 
interpretive act of Lean implementation. 
 
I am proposing, therefore, to combine two perspectives, existential phenomenology 
and symbolic interactionism, as each facilitates different ways to access the 
phenomenon of experience of Lean implementation.  Existential phenomenology 
illuminates the subjective meaning of the lived experience, and symbolic 
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interactionism illuminates the socially constructed meaning of this experience as 
participants in Lean share the experience of Lean implementation.  As Flick (2014) 
argues, such a triangulation of perspectives enlarges the focus of the phenomenon 
under study and more importantly, it is an approach that is congruent with the aim of 
this study to explore experience and how that experience shapes the (shared and 
social) process of Lean. 
 
A summary of the theoretical perspectives critically reviewed in this chapter is 
presented in Table 4.2. 
 86 
Table 4.2 Summary of theoretical perspectives 
Theoretical 
Perspective 
Ontological  
influence 
Epistemological 
influence 
Focus and aim Level of congruence 
to this study 
(researcher position and 
aim) 
Influence in this study 
Positivism (and 
post-positivism) 
Realism: 
the social 
world exists 
independently 
of human 
consciousness 
Objectivism: 
meaning resides in 
the object awaiting 
discovery by an 
objective observer 
Focus on objective 
measurement 
 
Aims to seek universal 
laws  
 
Ontology: LOW 
 
Epistemology: LOW 
 
Focus or aim: LOW 
 
None:  
The underpinning 
assumptions are contrary 
to those influencing this 
inquiry and researcher 
position 
Critical inquiry Idealism: 
The social 
world exists as 
a product of 
human 
consciousness 
Constructionism: 
Meaning is created 
through interaction 
between object and 
subject 
 
Focus on power and 
influence 
 
Aims to emancipate less 
powerful or marginalised 
groups 
Ontology: HIGH 
 
Epistemology: HIGH 
 
Focus or aim: LOW 
Minimal:  
The aim of critical inquiry 
does not align with the 
nature (NHS employees) 
or structure (transient) of 
an RPIW group. There is 
no warrant to claim 
oppression of the group 
but the study remains 
open to issues of power 
if they emerge 
Phenomenology Idealism: 
As above 
Constructionism: 
As above 
 
Focus on subjective 
human experience 
 
Aims to provide an 
authentic description of 
the lived (at that 
moment) human 
experience 
Ontology: HIGH 
 
Epistemology: HIGH 
 
Focus or aim: HIGH 
High:  
The aim of this study is 
to explore the meaning 
individuals ascribe to 
their experience of an 
RPIW 
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Theoretical 
Perspective 
Ontological  
influence 
Epistemological 
influence 
Focus and aim Level of congruence 
to this study 
(researcher position and 
aim) 
Influence in this study 
Hermeneutics Idealism: 
As above 
Constructionism: 
As above 
 
Focus on interpretation 
of text 
 
Aims to provide a 
linguistic analysis 
Ontology: HIGH 
 
Epistemology: HIGH 
 
Focus or aim: LOW 
Medium: 
Hermeneutics aligns with 
this study in relation to 
the interpretation of text 
to analyse the 
participants’ subjective 
accounts. However, the 
focus on linguistic 
analysis does not align 
with the holistic nature of 
the research 
Symbolic 
interactionism 
Idealism: 
As above 
Social 
Constructionism: 
Meaning is created 
through interaction 
between object and 
subject collectively 
(with others) in a 
particular context 
 
Focus on the meaning 
individuals ascribe to a 
phenomenon 
 
Aims to understand the 
social interpretive acts 
including visible 
behaviours and internal 
processes (thoughts, 
feelings, emotions) 
Ontology: HIGH 
 
Epistemology: HIGH 
 
Focus or aim: HIGH 
High: 
The aim of this study is 
to explore the meaning 
individuals ascribe to 
their experience of an 
RPIW as a collective, 
social act 
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4.7  Methodology  
As illustrated in Figure 4.1, methodology bridges the abstract-operational divide.  It 
is the strategy that informs operational methods and is informed by the philosophical 
and theoretical assumptions of an inquiry.  For this study, the implications of the 
phenomenological and symbolic interactionist assumptions for a methodology of 
Lean exploration are considerable.  The naturalistic, person-centred, interpretivist 
and social nature of both theoretical perspectives are implicit in a range of 
methodological approaches; for example, ethnography, discourse analysis, 
emancipatory approaches, grounded theory, action research and case study (Crotty, 
1998; Creswell and Poth, 2018).  Indeed, symbolic interactionism in particular has 
been juxtaposed with pragmatism (Crotty, 1998; Flick, 2014); an inclusive 
philosophy whereby multiple assumptions and methods may feature in an inquiry as 
the focus is not on whether an inquiry fits a particular philosophical foundation but 
whether that foundation is fit-for-purpose and offers practical application (Green, 
Kreider and Mayer, 2011; Gray, 2014). 
 
I propose that to explore the human experience of Lean whilst maintaining a holistic 
perspective to allow for explanation as well as exploration, a fit-for-purpose 
conceptual framework is as previously illustrated in Figure 4.1.  That is, qualitative 
case study methodology informed by existential phenomenology and symbolic 
interactionism that are embedded in collective idealism and social constructionism.  
Notwithstanding the unique insights transcendental phenomenological, critical 
inquiry and hermeneutical perspectives would offer exploration of Lean, their focus 
or assumptions are not fully compatible with the aim of this study as previously 
argued.  As such, I propose that methodologies common to these perspectives, for 
example transcendental phenomenological research, discourse analysis and 
emancipatory approaches, may be disregarded.   
 
Before presenting an argument for adopting qualitative case study methodology 
(that is informed by existential phenomenology and symbolic interactionism), it is 
important to consider the methodologies most commonly allied to symbolic 
interactionism (see for example Crotty, 1998; Rock, 2014) and why they are not fully 
compatible with the purpose of this study.  They are ethnography and grounded 
theory. 
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4.7.1 Grounded Theory  
Founded on the pioneering work of sociologists Glaser and Strauss (1967), 
grounded theory is a form of qualitative research that refers to both the method and 
the end-product of an inquiry (Charmaz and Bryant, 2012; Corbin, 2017).  The 
method consists of systematic but flexible guidelines for undertaking qualitative 
inquiry towards the end-product that is development of new or existing theory (Birks 
and Mills, 2010; Charmaz and Bryant, 2012).  The inductive nature of grounded 
theory aligns well with the exploratory element of this research and the attempt to 
move away from a priori deterministic theories of Lean.  That said, it is this feature 
of grounded theory whereby the research process should begin without a field of 
literature on which to base the inquiry that is difficult to encompass. 
 
My knowledge of Lean both academically and practically, means I bring such 
knowledge and assumptions to the research process.  I have argued in Chapter 3 
that there is a gap in knowledge regarding the human experience of Lean; that the 
Lean literature focuses on processual and mechanistic factors.  I am assuming, 
therefore, that Lean is (also) a humanistic, subjective and social phenomenon about 
which little is known. I suggest that the assumptions I bring to the research process 
would potentially lead to ineffective attempts to address what Henwood and Pidgeon 
(2003, p.134) describe as an “epistemological tension” within grounded theory.  That 
is the contention that theory cannot simply emerge from or directly reflect data (as in 
objectivism) because theory generation occurs as an interpretive process on the 
part of the analyst (as in constructionism). 
 
Contemporary constructionist revisions to grounded theory recognise the dynamic, 
creative and interpretive analytical process (see for example Charmaz, 2000, 2006).  
I believe, however, that in the context of grounded theory, my experience of Lean 
may keep me from effectively utilising the methods within constructionist grounded 
theory that help maintain theoretical sensitivity.  It would prove challenging to “set 
aside any preconceived ideas” (Cohen, Manion and Morrison, 2011, p.598).  In my 
work as an academic, I had already generated issues for research through reading 
Lean literature before even embarking on this study.  That which had occurred could 
not be undone. That is not to say this study is in any way deductive.  It is entirely 
inductive and emergent in nature.  My argument is simply that other methodologies 
that rely less on the absence or minimisation of a priori knowledge may be more 
appropriate for this particular research into Lean.  Furthermore, the purpose of this 
study is not to generate theory.  It is explanatory, seeking to reveal relationships 
between variables, but to make claims of intent towards an end-product with 
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predictive qualities (Gray, 2014) is to overstate.  Such claims should be based on 
data collected from different contexts where participants have experienced the 
phenomenon (in this case an RPIW) in different conditions (Starks and Brown-
Trinidad, 2007).  In this study, data will be generated through one RPIW where 
participants share the same experience within the same context.  The nature of this 
research, therefore, does not lend itself to claims of predictive theory.  One might 
also consider that grounded theory aligns with what I have argued to be a limitation 
in the current Lean literature; that is a focus on predictive models underpinned by 
determinism.  For these reasons, I contend that grounded theory is not entirely 
compatible with the aim of this study. 
 
4.7.2 Ethnography 
Ethnography is rooted in anthropology and sociology (Miller, Hengst and Wang, 
2003) dating back to 20th century anthropologist’s studies of ‘primitive’ cultures 
(Atkinson and Hammersley, 1994).  In the 1970s it came to be used as a term to 
describe observational studies in naturalistic settings (Gray, 2014) and more 
recently a blurring between its use as a method and a methodology is evident in 
research texts.  To address this ambiguity, Brewer (2000, p.11) states that 
ethnography is a “style of research distinguished by its objectives” which are often 
described as being related to understanding of social meanings and behaviour of 
people in a given ‘field’ or setting, primarily achieved through prolonged immersion 
of the researcher in that field (Hammersley and Atkinson, 1983, 1995; Brewer, 2000; 
Fetterman, 2012; Creswell and Poth, 2018). 
 
In terms of the goal of ethnography to understand social meaning and the emic 
perspective it takes to gain an “insiders account” (Brewer, 2000, p.37) there is 
congruence with the aim of this study.  That is, to explore the meaning and 
experience of Lean from the perspective of those involved.  Arguably, one could 
ascribe such goals to that of any qualitative research but what distinguishes 
ethnography is the centrality of culture.  From a classic perspective culture is 
behavioural (observable behaviour, customs, norms) and from a cognitive 
perspective it is knowledge (ideas, beliefs) that characterise a specific group 
(Fetterman, 2012).  To describe a specific group within the fabric of culture, 
definition of a social or community group is required.  Suitable group identification is 
achievable within this study; that is an RPIW group.  However, as argued previously 
in the ‘rejection’ of critical inquiry, that group is unlikely to possess the 
characteristics of a community (with the assumption that this is historical in nature), 
as members of the group are drawn from a range of settings and their membership 
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is transient.  It is problematic, therefore, to adopt an ethnographic approach for the 
study of an RPIW.  
  
From the arguments presented thus far, it can be seen that elements of various 
theoretical perspectives and methodologies befit the aim of this study but that all 
have limitations in the context of this research.  Instead, qualitative case study will 
be discussed as an alternative methodology.  However, one might argue that any 
qualitative research is the study of a ‘case’ such that they are all case studies in one 
way or another.  Indeed, it is due to a lack of clear definition of ‘case study’ through 
which such a situation may arise.  It is my intention to consider the common 
characteristics of ‘case study’ to demonstrate my definitive use of qualitative case 
study as a methodology for this research and how this is the most appropriate 
approach to adopt. 
 
A summary of the methodologies critically reviewed is presented in Table 4.3.  This 
includes the introduction of key concepts related to qualitative case study which will 
be critically discussed and synthesised in relation to this study in the next section. 
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Table 4.3 Summary of methodologies 
Methodology Focus and aim Level of 
congruence 
to this study  
Influence in this study 
Grounded 
Theory 
Focus is on the data, setting aside any a 
priori knowledge or preconceived ideas 
 
Aims to develop new or existing theory 
 
 
 
LOW  
 
Low: 
Focus: the notion of setting aside a priori 
assumptions about Lean is addressed through 
reflexivity but the knowledge and experience of 
Lean that I have as a clinician and academic 
cannot be completely set aside. 
Aim: the purpose of this study is to explore 
relationships, not to make claims of intent towards 
an end-product with predictive qualities 
Ethnography Focus on culture that characterises a 
specific group 
 
Aims to understand social meanings and 
behaviour of people in a given setting 
 
LOW - 
MEDIUM 
Low-Medium: 
Focus: behaviour, customs, norms, ideas and 
beliefs are of interest in this study.  However, they 
cannot be considered as ‘culture’ if one assumes a 
historical development of them within a specific 
group because the RPIW group is transient 
Aim: the purpose of this study is to understand 
social meanings and behaviour of people in a given 
setting 
Qualitative 
Case Study 
Focus on a bounded, particular 
phenomenon 
 
Aims to provide an intensive, holistic 
description and analysis of the 
phenomenon, retaining a holistic real-world 
perspective (in context) 
HIGH High: 
Focus: RPIWs are a bounded (by time and 
definition of activities) phenomenon  
Aim: the purpose of this study is to explore the 
human experience of participating in an RPIW 
while retaining a holistic view so that important 
issues (for the participants) may emerge from the 
data 
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4.7.3 Case Study 
 
4.7.3.1 Theoretical perspectives and case study 
I have so far argued that this research requires a holistic approach and that the 
theoretical perspectives and methodologies discussed would, by virtue of their 
underpinning assumptions, render too narrow a focus for this study.  Instead, I have 
argued that existential phenomenology and symbolic interactionism would facilitate 
a focus on the subjective and social human experience of Lean.  I suggest that 
qualitative case study offers the opportunity to explore this human experience whilst 
maintaining a broad perspective in relation to the elements or context of that 
experience; whether that pertains to, for example, culture, history, power or 
subjective meaning.  As Stake (1995, p.xi) asserts, case study “draws from 
naturalistic, holistic, ethnographic, phenomenological and biographic research 
methods” and Yin (2014, p.4) adds that case study “allows investigators to focus on 
a “case” and retain a holistic and real-world perspective”.  It may follow, therefore, 
that case study avails of the benefits of a combined existential phenomenological 
and symbolic interactionist theoretical perspective and avoid the narrow focus I have 
so far argued against.  As such, qualitative case study provides a strategy that 
supports the aim of this research; to explore the human experience of Lean without 
assuming an emphasis on culture (as in ethnography), on language (as in 
hermeneutics), on power or oppression (as in critical inquiry), or on meaning that 
‘brackets off’ historical or cultural understandings (as in a transcendental 
phenomenology).  It also provides the opportunity to gain an in-depth understanding 
of the phenomenon (experience of an RPIW) over time.  Thus, an inductive strategy 
may be adopted to build patterns or explanations of the case (Yin, 2009) rather than 
make claims of theory-generation (as in grounded theory) which I have suggested 
previously would be over-stated in the context of this research. 
 
The argument presented above provides some broad theoretical rationale for the 
choice of case study, but further explanation is required to explain specifically how 
case study supports the aim of this research and why I discuss it in the context of 
‘methodology’.  To this end I will discuss case study definitions and conceptual 
frameworks and relate those to the purpose of this study, so that I provide clarity 
and justification for the approach I have adopted. 
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4.7.3.2 Case study as methodology 
In terms of defining what a case study is, it is evident within research texts that there 
are different interpretations and applications of case study and that this has arisen 
from historical use across a range of disciplines.  With roots in anthropology (study 
of humanity) and sociology (study of human social relationships and societies) 
(Hamel, Dufour and Fortin, 1993) case study has been popularised in the 
professions of psychology, medicine and law (Creswell and Poth, 2018).  
Accordingly, case studies are diverse with no clearly defined ‘schools of thought’ to 
provide a theoretical framework (Richards and Morse, 2013).  This leads to case 
study being referred to as a method, a strategy, an approach and a methodology 
which, Simons (2009) points out is not always consistently applied.  Table 4.4 
details the range of case study definitions from prominent scholars in the field.  This 
is not an exhaustive list but represents some of the main views.  Whilst there are 
differences in emphasis or theoretical underpinning, elements which appear to be 
common centre on characteristics of the case being bounded and the inquiry being 
an inductive study of the particular, in context, to gain an in-depth understanding 
(Gerring, 2017; Gillham, 2000; Merriam, 1988; Simons, 2009; Stake, 1995; Yin, 
2014). These are conceptual and purposeful features and as such I consider case 
study to be a methodology; an overall strategy for inquiry that may attract a range of 
methods to seek an in-depth understanding of a bounded particular.  Whilst it is 
recognised that both quantitative and qualitative methods may be used in case 
study, the conceptualisation and purpose of case study research tends to 
demonstrate a commitment to understanding the meaning of the phenomenon to 
those involved (as illustrated in Table 4.4).  Merriam (1988) and Simons (2009) 
explicitly refer to this approach as qualitative case study.  I choose to adopt such an 
interpretive case study approach because the aim of this research is to understand 
Lean from the perspective of those involved in the ‘real life’ situation of 
implementing Lean principles.  I am therefore seeking to understand the meaning 
they ascribe to Lean principles, illuminating the human experience of Lean that is 
currently undisclosed.  Consequently, the strategy of qualitative case study best 
reflects the purpose of this research. 
 
The philosophical assumptions underpinning the conceptualisations of case study 
and the congruence each definition has with the aim of this study is presented in 
Table 4.5.
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Table 4.4 Definition, conceptualisation and type of case study 
Author 
Year 
Discipline 
Conceptualisation of 
case 
Definition or purpose of case 
study 
Methods Focus of analysis Types of case 
study 
John Gerring 
(2017) 
 
Politics 
A spatially and temporally 
delineated phenomenon 
(p.27) 
An intensive study of a single or 
small number of cases which draws 
on observational data and promises 
to shed light on a larger population 
of cases (p.28) 
Quantitative and 
qualitative 
observation 
(p.137) 
Causal analysis 
(p.xxi) 
Descriptive 
(statistical) 
Causal 
Bill Gillham 
(2000) 
 
Psychology 
A unit of human activity 
embedded in the real 
world (p.1) 
Can only be studied or 
understood in context and 
merges with its context so 
that precise boundaries 
are difficult to draw (p.1) 
Exists in the here and 
now (p.1) 
Inductive theorising (p.6) Qualitative 
methods are 
primary (p.10) 
Participant 
observation (p.7) 
Based on 
ecological 
psychology (p.5) 
Subjectivity and 
phenomenological 
meaning (p.7) 
Theory-building 
Sharan 
Merriam 
(1988) 
 
Education 
A specific phenomenon 
(p.9) 
A bounded system (p.9) 
An intensive, holistic description 
and analysis of a single entity, 
phenomenon, or social unit (p.16) 
Qualitative 
methods: 
interview, 
observation, 
document 
analysis (p.68) 
Insight, discovery 
and interpretation 
of meaning (p.10) 
Descriptive 
Interpretive 
Evaluative 
Helen 
Simons 
(2009) 
 
Education 
 
A bounded system, an 
instance in action, an 
authenticated anecdote 
(p.4) 
A study of the singular, the 
particular, the unique (p.3) 
To explore the particularity, the 
uniqueness of the single case (p.3) 
Qualitative 
methods: 
interview, 
observation, 
document 
analysis (p.7) 
Interpretation of 
how people think, 
feel and act (p.4) 
Qualitative 
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Author 
Year 
Discipline 
Conceptualisation of 
case 
Definition or purpose of case 
study 
Methods Focus of analysis Types of case 
study 
Robert 
Stake  
(1995) 
 
Education 
A bounded integrated 
system (p.2) 
A specific, a complex, 
functioning thing (p.2) 
An object rather than a 
process (p.2) 
Consists of working parts 
(p.2) 
Having a “self” (p.2) 
Study of the particularity and 
complexity of a single case, coming 
to understand its activity within 
important circumstances (p.xi) 
Non-
interventative 
objective 
observation (p.8) 
Interpretation of 
meaning (p.12) 
Intrinsic 
Instrumental 
Collective 
Robert Yin 
(2014) 
 
Social 
Science 
Dependent on research 
question (p.31) 
Objects, events, 
relationships or processes 
(p.31/35) 
Bounded spatially, 
temporally or other 
concrete boundary (p.34) 
A real-life phenomenon 
that has some concrete 
manifestation (p.34) 
An empirical inquiry that 
investigates a contemporary 
phenomenon in depth and within its 
real-world context especially when 
the boundaries between 
phenomenon and context may not 
be clearly evident (p.16) 
Document 
analysis, archival 
records, 
interviews, 
observation, 
physical artefacts 
(p.102) 
Understanding a 
phenomenon in its 
real-world context 
(p.16) 
Critical 
Extreme or 
Unique 
Longitudinal 
Representative 
Revelatory 
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Table 4.5 Type of case study and level of congruence to this research 
Type of case 
study 
 
Epistemological position Theoretical Perspective Level of congruence to this study 
(researcher position and aim) 
Stated Implied Stated Implied Philosophical Theoretical 
Descriptive 
(statistical) 
Causal  
 
(Gerring, 2017) 
 
 
 Objectivism Positivism  
(p.xxi) 
 Low: my position 
is that reality is not 
independent of 
human 
consciousness 
and meaning does 
not reside in the 
object awaiting 
discovery by an 
objective observer  
Low: the focus of this 
study is the subjective 
human experience not 
objective measurement; 
my position is such that 
social reality cannot be 
predicted through the 
application of universal 
laws  
Theory-building  
 
(Gillham, 2000) 
 
 
 
 Constructionism Phenomenology  
(p.7) 
 
Grounded 
Theory  
(p.12) 
 High: my position 
is that reality is 
socially 
constructed and 
meaning arises 
from the 
interaction 
between subject 
and object 
Medium: the focus of this 
study includes subjective 
human experience and 
exploration of patterns 
(theory development) but 
Low: a priori knowledge 
and experience cannot 
be completely set aside 
Descriptive 
Interpretive 
Evaluative  
 
(Merriam, 
1988) 
 
 
 
 Constructionism Naturalistic  
(p.3) 
Interpretivist 
 
 
High: as above High: the unit of analysis 
is an RPIW in a natural 
setting and the aim of 
the study is to explore 
how participants in an 
RPIW interpret and 
make sense of their 
experience  
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Type of case 
study 
 
Epistemological position Theoretical Perspective Level of congruence to this study 
(researcher position and aim) 
Stated Implied Stated Implied Philosophical Theoretical 
Qualitative  
 
(Simons, 2009) 
Constructionism  Naturalistic  
(p.5) 
Interpretivist 
 
 
High: as above High: as above 
Intrinsic 
Instrumental 
Collective  
 
(Stake, 1995) 
 
 
 
 Objectivism  Post-
positivism 
 
 
Low: my position 
is that reality is not 
independent of 
human 
consciousness 
and meaning does 
not reside in the 
object awaiting 
discovery by an 
objective observer 
Low: the focus of this 
study is on subjective 
human experience not 
objective measurement; 
my position is such that 
social reality cannot be 
predicted through the 
application of 
approximate universal 
laws 
Critical 
Extreme or 
Unique 
Longitudinal 
Representative 
Revelatory 
 
(Yin, 2014) 
 Pragmatism  Interpretivist or 
realist  
(p.xxiv) 
 
Post-
positivism 
High: my position 
is to avoid 
allegiance to 
specific factions 
and instead 
combine lenses of 
inquiry to obtain 
the best ‘research 
fit’ for the purpose 
of the study 
Low: as above 
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4.7.3.3 Conceptualisation of the case 
As demonstrated Chapter 3, case studies feature in Lean research and Thomas 
(2011, p.511) states that “case study research is one of the principal means by 
which inquiry is conducted in the social sciences”.  However, Gerring (2004, p.341) 
notes that in terms of case study “practitioners continue to ply their trade but have 
difficulty articulating what it is that they are doing, methodologically speaking”.  To 
articulate the case study approach adopted for this research, the philosophical, 
theoretical and methodological arguments for case study will be synthesised 
drawing on Ragin’s typology (1992).  Social Scientist, Professor Charles Ragin, 
developed a conceptual map for case study (see Appendix 4) which, like Crotty’s 
(1998) schema, provides a means to make explicit the assumptions behind the 
research choices made.  
 
In Figure 4.3 I have synthesised Ragin’s (1992) typology and Crotty’s (1998) 
schema to demonstrate the case study typology for this research, and how the 
philosophical and theoretical positions previously discussed in sections 4.4 to 4.6 
relate to one another. 
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Figure 4.3 Conceptualisation of the case 
Adapted from Ragin’s (1992, p.9) typology and Crotty’s (1998, p.5) schema
Methodology
Theoretical 
Perspective
Epistemology
Conception of cases 
assume that...
OBJECTIVISM
Cases are empirical 
units which are, in 
turn...
POSTPOSITIVISM
Conceptually specific to 
the single case
Experimental approach
Cases as found
POSITIVISM
Conceputally subsumed 
under a general class of 
cases
Experimental approach
Cases as objects
CONSTRUCTIONISM and 
SUBJECTIVISM
Cases are theoretical 
constructions which are, 
in turn...
INTERPRETIVISM
Conceptually classed as 
a single case
Interpretive approach 
Cases as made
CRITICAL REALISM
Conceputally subsumed 
under a general class of 
cases
Mixed approach
Cases as conventions
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In Figure 4.3, the first dichotomy pertains to ontological and epistemological 
positions (Harvey, 2009).  I have previously stated my view of the social world as 
being a social construction, not an objective reality that is ‘out there’ so reject the 
objectivist conceptualisation of the case i.e. cases as found and cases as objects.  
The second dichotomy relates to the case being unique or belonging to an existing 
class of cases (Harvey, 2009).  There are arguments for an RPIW aligning to either 
of these assumptions.  For example, as an RPIW is pre-defined in terms of structure 
and process it could be viewed as being part of a general class of cases.  However, 
I have previously argued that Lean only comes into being through the enactment of 
individuals who interpret and make sense of the principles with and through one 
another.  If this line of reasoning prevailed, it would follow that the RPIW in this 
study is unique and knowledge of the case is constructed through the research 
process; it is a case as made. 
 
4.7.3.4 Typologies of case study 
There are many different types of case study which draw on diverse procedures and 
are conducted for many different reasons (Richards and Morse 2013; Simons, 2009; 
Yin, 2014).  It is important, therefore, in this thesis to make explicit the type of case 
study approach that has been adopted and why.  I have presented an argument for 
the conceptualisation of the case as made in congruence with the social 
constructionist epistemology informing this research. 
 
To expound the decisions made with respect to the specific approach adopted, I 
draw on Thomas’ (2011) classification system (see Table 4.6) because it provides a 
comprehensive yet succinct decision-making framework that is informed by the work 
of key scholars within the field of case study.
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Table 4.6 Thomas (2011) classification system for case study 
1. SUBJECT 
Is the subject under 
investigation… 
2. PURPOSE 
Is the purpose of the study… 
3. APPROACH 
Is the purpose of the approach 
being adopted… 
4. PROCESS 
Is the data collection process… 
Outlier 
Different from the norm? 
Intrinsic 
To learn about that particular case 
in isolation? 
Testing a theory 
To test pre-conceived ideas? 
Retrospective 
Gathering data from a historical 
case? 
Key 
Classic or exemplary? 
Instrumental 
To gain insight to facilitate wider 
understanding? 
Building a theory 
To develop ideas? 
Snapshot 
A short-term study of the case? 
Local 
One with which the researcher 
has personal knowledge 
Evaluative 
To assess effectiveness 
 
Illustrative 
To bring the case ‘to life’ for the 
reader? 
Diachronic 
A long-term study of the case? 
 Explanatory 
To explain interrelationships? 
Interpretative 
To gain in-depth understanding 
and develop conceptual 
categories? 
Nested 
A study of sub-units that comprise 
the whole case? 
 Exploratory 
To explore the phenomenon? 
Experimental 
To manipulate variables between 
cases? 
Parallel 
A study of multiple cases studied 
at the same time? 
   Sequential 
A study of multiple cases studied 
one after the other? 
 
 DIRECTION OF DECISION-MAKING 
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1. The subject of the case study 
The first decision to be made is the choice of focus, the subject, which I have 
identified as Lean and the analytical frame which is an exploration of Lean through 
the human experience of an RPIW.  Thomas categorises the subject (in this case, 
the RPIW) as being an outlier (an RPIW that was different from normal RPIWs), key 
(an RPIW that is an exemplar) or local (an RPIW of which the researcher has local 
knowledge).  In this study, the RPIW was not selected for its difference to other 
RPIWs or that is was an exemplar.  The purpose was not to compare it to other 
RPIWs.  As stated above, the conceptualisation of this RPIW is as a case as made, 
not one that belongs to a general class of cases.  Rather, the origin of the case 
stemmed from my personal knowledge and experience of Lean.  The selection of 
the case was therefore made through local researcher knowledge so that the RPIW 
is categorised as a local knowledge case.  Thomas (2011) advises that the 
investigative path is then determined by identifying the purpose, approach and 
process of the case study. 
 
2. The purpose of the case study 
The purpose of this research was to develop in-depth understanding of Lean from 
the perspective of those who participate in an RPIW to explore experience and 
explain any interrelationships between experiences.  As such, Thomas’ categories 
of explanatory and exploratory purposes are adopted.  The category of evaluative 
purpose is rejected as there is no intention to assess the effectiveness of the RPIW, 
for example how successful the change arising from the RPIW was.  Although I 
have previously argued against a positivist or post-positivist perspective for this 
study, I have encompassed the instrumental purpose from Thomas’ classification.  
An instrumental purpose of case study is to gain insight into the case to facilitate 
wider understanding.  I am not proposing the derivation of universal laws in the 
positivist sense, but I do propose that the case under study may have significance to 
another case or for another person (Simons, 2015).  This concept of ‘naturalistic 
generalisation’ Stake (1978) is critically discussed in section 4.16.4. 
 
3. The approach of the case study 
In line with the existential phenomenological perspective adopted, the approach 
within this case study is illustrative.  The intention is to illuminate the human 
experience of participating in an RPIW and to bring that experience to life; to provide 
an opportunity for the reader to relate to the experience of the participants. 
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However, the aim of this research goes beyond description alone such that an 
interpretative approach is central to gain an in-depth understanding of the socially 
constructed meaning of that experience.  This interpretation will contribute towards 
the development of ideas about how individuals make sense of participating in an 
RPIW and how that in turn, influences the process of an RPIW such that the 
approach is also theory-building. 
 
4. The process of the case study  
The purpose of this research was not to compare RPIWs but to focus on one case 
as made to gain an in-depth understanding of a contemporary RPIW.  As such, 
retrospective (historical) or multiple (parallel or sequential) RPIWs were not 
considered for study.  Neither were multiple sub-units of the case selected; a nested 
process.  There may be merit in considering this nested process as the RPIW 
constitutes multiple people and processes.  However, the focus of this research is 
on the interactive and interpretative acts associated with the RPIW.  Separating, and 
investigating, the sub-units of the RPIW would not facilitate this integrative, holistic 
approach.  In terms of duration of the research process, a long-term diachronic 
study was selected rather than a short-term snap-shot study.  Long-term data 
collection was considered to facilitate an in-depth exploration of the RPIW, and the 
nature of an RPIW (being 365 days long) was conducive to this intention. 
 
The adoption of Thomas’ (2011) classification system to articulate the design 
choices for this study is illustrated in Table 4.7.
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Table 4.7 Case study typology based on Thomas (2011) classification system
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4.8 Research methods for a case as made 
Such a typology, as summarised in Table 4.7, provides the high-level design for this 
study.  The following section in this chapter explains, and rationalises, the choices 
made for the methods utilised to operationalise this case study design, maintaining 
alignment with my social constructionist and interpretivist (specifically symbolic 
interactionist and existential phenomenological) position. 
 
4.8.1 Exploration of the case 
To construct knowledge of the case, a range of methods and data sources may 
potentially be utilised.  Chadderton and Torrance (2011) suggest that this is a 
strength of case study as the case may be comprehensively explored by drawing on 
multiple methods.  These include, but are not limited to, observation, interviews, 
documentation, archival records and physical artefacts (Yin, 2014; Stake, 1995; 
Simons, 2009).  Experience of participants was of central concern in this case study.  
As such, naturalistic observation and interpretation in context were key (Simons, 
2009).  The primary methods utilised were, therefore, observation of an RPIW in a 
real-life setting (including consideration of documentation used within the RPIW) 
and interviews with those who participated in that RPIW, ensuring contextual data 
was obtained through both methods.  This was facilitated through interview 
questions and by gathering as full as record of events as possible during 
observational periods.  Details of these data collection methods will now be critically 
discussed, and further rationale provided for the choices made. 
 
4.8.2 Observation 
A key objective of this research was to explore Lean within the real-world context in 
which Lean principles and tools were implemented which, as Yin (2014) asserts, 
requires the integration of real-world events into the data collection plan.  To 
achieve this, observation of the RPIW was selected as a data collection method 
because a distinctive feature of observation as a research process is the opportunity 
to collect ‘live’ data in naturally occurring social situations (Cohen, Mannion and 
Morrison, 2011).  Observational research is constructivist in approach and 
emphasises meaning (McKechnie, 2012a) and insight into interactions or 
behaviours (McNaughton-Nicholls, Mills and Kotecha, 2014).  As such, observation 
is an appropriate data collection method in terms of the aim of this study to explore 
the experience of participating in an RPIW and the meaning this experience has for 
participants. 
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Observation may be conducted as a participant, taking part in the everyday activities 
of the group under investigation (McKechnie, 2012b), or a non-participant where 
observation takes place without direct interaction with the group (Williams, 2012b).  
For this study, non-participant observation was selected.  Whilst participant 
observation may offer advantages in terms of gaining rich insights into the RPIW 
experience, this approach was rejected because non-participant observation is more 
conducive to maintaining a broad, holistic view on events.  As Denscombe (2014) 
points out, there is a danger with participant observation that the researcher over-
identifies with participants and loses sight of the research objectives.  As I have 
previously stated (in section 4.6) the purpose of this research is to explore the RPIW 
holistically and allow issues to emerge from the data rather than base the inquiry on 
a priori theories.  Non-participant observation allows the researcher to focus on the 
recording of observations without being distracted by participation and thereby 
maintain perspective on the research objectives (Denscombe, 2014).  As a 
participant observer my attention may become focussed, for example, on the 
technical details of the problem being analysed in the RPIW rather than on the 
behaviours of the group.  This was a potential risk given my experience of service 
improvement.  Or I may become subsumed in my own experience of the RPIW 
rather than that of the participants.  By adopting a non-participant observer role, 
these risks were mitigated and offered the added benefit of facilitating a degree of 
distance to examine behaviours that may otherwise be taken-for-granted or go 
unnoticed as a participant observer (Cooper and Schindler, 2001). 
 
To record observations, the choice was made to utilise field notes rather than video 
or audio-recording (although the latter may be deemed less intrusive) on the 
assumption that any form of digital recording may influence how participants 
behaved to a greater extent than my presence as an observer alone.  Whilst I 
recognise that my presence and the participants’ awareness that their RPIW was a 
case I was studying would inevitably influence individuals, I aimed to minimise my 
impact as much as possible.  My aim was to capture as closely as possible the 
‘naturally occurring’ interactions associated with the RPIW.  Indeed, it is recognised 
in the context of research that video recordings can be intrusive (Denscombe, 
2014).  As such, the benefit of capturing a more complete record of the RPIW 
through video or audio-recording was outweighed by the potential disruption this 
may cause. 
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4.8.3 Interviews 
The collective idealism nature of this qualitative case study assumes that Lean is 
created as a social reality through the interactions and interpretations of those 
involved.  Observation of the RPIW provided an opportunity to see, sense and hear 
this world, but to explore participants’ perceptions and interpretations of their RPIW 
experience, the choice was made to conduct individual interviews with RPIW 
participants.  Individual rather than group interviews were the preferred method to 
explore each participants’ personal experience of the RPIW without influence from 
others, although the advantages of focus groups are recognised.  In particular, the 
interaction between participants in a group discussion can stimulate reflection, 
further questioning and clarification in a synergistic manner (Finch, Lewis and 
Turley, 2014).  Group discussion can also provide participants with a sense of 
security in that they may feel more comfortable expressing their views in a group 
situation (Bowling, 2014) although this is dependent on the focus group facilitators 
skills in establishing a climate of trust and confidentiality (Denscombe, 2014).  
Nevertheless, the decision to hold individual interviews was made to mitigate 
against the risk of group dynamics that may lead to polarised views or participants 
feeling reluctant to share their experience in front of others in a group interview 
(Abbott, 2002). 
 
Interviews are recognised as the most common method for qualitative data 
collection (Alasuutari, Bickman and Brannen, 2008; Green and Thorogood, 2018) 
although “the fact that interviews and their outcomes are pervasive in certain fields 
of qualitative research does not of itself guarantee their value” (Atkinson, 2005, p.5).  
Atkinson (2005, p.5) considers that interview data is “too often treated at ‘face 
value’, as if personal accounts granted the analyst direct access to a realm of the 
personal that is not available through other means”.  The concept of epistemology is 
evident here and further illustrated in Silverman’s (2011) epistemological 
standpoints for interviewing.  These include a positivist stance whereby the outcome 
of a structured interview will provide an objective account of the RPIW; an uncritical 
subjective stance whereby in-depth interviewing will result in an authentic 
representation of the participant’s RPIW experience that does not acknowledge the 
context of the research interview; and finally, a constructionist account whereby an 
in-depth interview will result in an account of the participant’s RPIW experience but 
claims of authenticity are not made.  That is, there is recognition that the process of 
the interview is a co-construction of the account between both the participant and 
the researcher.  It is this constructionist approach to interviewing that has been 
adopted for this study as it holds congruence with the social constructionist view 
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underpinning the research.  I recognise that the context of the interview (such as the 
fact that it is a research interview, the setting, the questions I ask, the relationship 
between myself and the participant) all contribute to the experiential account of the 
RPIW.  This notion of co-construction of the case is explored in more detail in 
Chapter 8. 
 
As Burns and Grove (2001) suggest, a method to explore participant’s experiences 
is an interview that takes the form of a conversation.  Such an approach encourages 
participants to take the lead and shape the account of their experience (Arthur et al, 
2014; Yeo et al, 2014) which aligns with the theoretical perspectives (existential 
phenomenology and symbolic interactionism) adopted in this study that 
acknowledge the centrality of the person.  A semi-structured approach was selected 
because this would guide the conversation so that key questions could be asked to 
initiate the dialogue or to bring the participant back to topic if they deviated, or if the 
conversation stalled.  The approach would also enable exploration of significant 
issues or queries that emerged from the observations so that the participant’s 
perspective of events I had observed could be explored.  As well as allowing me to 
check participant’s perspectives of RPIW events, this fluid style of interviewing is 
also regarded as adding rigour to research because the researcher may check the 
meaning of participant’s responses (Willis, 2007). 
 
Having clarified the research methods adopted to explore the RPIW case from an 
interpretivist perspective (specifically existential phenomenology and symbolic 
interactionism), the next step was to consider the selection of a case to study. 
 
4.8.4 Selection of the case  
Arguably, any methodologies that draw on interpretive theoretical perspectives 
would facilitate a qualitative approach to illuminate human experience.  These may 
include, for example, ethnography, grounded theory, action research, narrative 
inquiry, heuristic inquiry or discourse analysis.  The reason I have chosen case 
study is its focus on the particular, whilst maintaining a holistic perspective, which 
provides an applicable and practical approach to the study of Lean as a conceptual 
phenomenon.  Lean is a philosophy, described through Lean principles and applied 
using Lean tools.  An initial question posed within this study, therefore, was how the 
concept of Lean could be captured for inquiry; how the abstract manifests into the 
concrete.  By drawing on the distinguishing feature of case study as being the study 
of a ‘bounded’ phenomenon, the choice was made to explore an RPIW.  As 
discussed in Chapter 2, an RPIW is a Lean tool that embodies the gamut of Lean 
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principles and tools and, by its nature is bounded temporally, and to some extent, 
spatially.  That is, it has a clear start and end point and the main events of the RPIW 
are conducted in a room where participants gather.  Consequently, the identification 
of an RPIW as a case is two-fold.  Firstly, by the exact time-frame (365 days) from 
the start to end of the RPIW and secondly, although with less defined boundaries, 
the process of an RPIW where the shared activities are conducted i.e. the five-day 
workshop and Report Outs.  However, I recognise that activity may occur out-with 
these temporally and spatially bounded events on planned, opportunistic or ad-hoc 
bases such that the case cannot be captured in its entirety. 
 
A critical element of case study methodology is the in-depth exploration of a 
phenomenon.  As such, the decision was made to select one example of an RPIW 
as a single-case to afford the ‘thick description’ (Geertz, 1973) required to meet the 
aim of this study.  My interest lay specifically in the application of Lean principles in 
healthcare given that I am a clinician and provide academic support to healthcare 
professionals undertaking quality improvement projects; the majority of which draw 
on Lean principles.  Consequently, my selection of the case was purposeful; 
purposively selecting an RPIW within a healthcare setting.  I deliberately avoid using 
the research term ‘purposive sampling’ to avoid conceptual problems as highlighted 
by Yin (2014, p.44) who states that referring to a case as a sample “risks misleading 
others into thinking that the case comes from some larger universe or population”.  
As I have conceptualised this case as a case as made, to refer to a sampling 
strategy would imply the case was a sample of a larger population of cases and be 
incongruent with my social constructionist position; that knowledge about this RPIW 
is unique and constructed through the research process. 
 
Following these methodological considerations of case selection, identification of a 
specific case to study was required.  This process is detailed in the next section. 
 
4.8.5 Recruitment strategy 
The recruitment strategy commenced with selection of the study-site, followed by 
ethical approval to conduct the research.  Identification of an RPIW (the study-site 
held multiple RPIWs each year) followed, and finally recruitment of participants.  
This process will now be discussed. 
4.8.5.1 Selection of the study-site 
In quantitative research, random samples are selected so that valid conclusions 
may be made about a wider population (Denscombe, 2014).  That is not the 
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purpose of this study which seeks to gain an in-depth understanding of the 
experience of a particular group; that is RPIW participants.  Therefore, I deliberately 
sought a study-site (healthcare organisation) that conducted RPIWs and individuals 
taking part in an RPIW. 
 
As an outsider researcher, I was dependent on healthcare organisations granting 
me access to their premises and employees.  Three Trusts within the North East of 
England were adopting Lean as part of their organisation-wide quality improvement 
strategy.  All three Trusts were contacted to seek permission to undertake this 
study.  One Trust responded, and I had a meeting with the Head of Organisational 
Development to discuss my research proposal.  In principle permission to conduct 
the study at this Trust was granted (see Appendix 5) and the formal ethical approval 
process ensued.  
4.8.5.2 Ethical approval 
This regulatory process commenced with Teesside University School of Health and 
Social Care Research and Ethics (REC) Committee ethical approval followed by 
Trust Research and Development (R&D) ethical approval, and application for an 
NHS Passport (to obtain right of access to conduct research at the Trust as a non-
employee).  Teesside University REC approval was received in March 2015 (see 
Appendix 6), the NHS Passport right of access was received in May 2015 (see 
Appendix 7), and Trust R&D approval received in June 2015 (see Appendix 8).  
Figure 4.4 details the timeline of the ethical approval process. 
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Figure 4.4 Ethical approval process and timeline 
As part of gaining ethical approval, important ethical considerations remained 
central to ensure this study was conducted in a responsible and morally defensible 
manner (Gray, 2014).  Healthcare ethics are based on the principles of autonomy, 
beneficence and non-maleficence (Beauchamp and Childress, 2013). 
 
Autonomy relates to the moral obligation to respect individuals’ rights and choices 
(Beauchamp and Childress, 2013).  In the context of research, participants must be 
provided with the opportunity to make informed consent.  That is, the researcher is 
obliged to be truthful to potential participants and respect the choices they make 
(Bhanji, 2013).  Potential participants were provided with a Participant Information 
Sheet (PIS) (Appendix 9) detailing the purpose of the study, why they were being 
asked to participate and what participation would entail.  They were invited to ask 
any questions either directly to me or to the Chair of the School’s REC.  Written 
informed consent was obtained immediately prior to participation and participants 
were reminded of their right to withdraw at any time without giving a reason. 
 
Beneficence and non-maleficence relate to maximising benefit and minimising harm 
(Beauchamp and Childress, 2013).  There was no benefit to participants through 
04.11.14
• Preliminary access discussions held with Head of Organisational 
Development at the Trust
06.11.14
• In principle access permissions received from Head of Organisational 
Development at the Trust 
03.03.15
• University REC ethical approval application submitted
26.03.15
• University REC ethical approval received
16.04.15
• NHS Passport application and Trust R&D ethical approval application 
submitted
15.05.15
• Letter of Access received
02.06.15
• Trust R&D ethical approval received
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participating in this study.  This was made clear in the PIS.  However, the principle 
of minimising harm was important.  The risk of harm may be physical, psychological 
or social (The Economic and Social Research Council, 2015).  In this study, no risk 
of physical harm was identified.  Psychological harm was considered should 
participants become distressed during the interviews.  This risk was deemed to be 
minimal as discussion of controversial or upsetting issues was not anticipated.  
However, to manage distress should this occur, I would draw on my personal skills 
and experience as a clinician supporting patients through physically painful and 
emotional health issues.  Participants could also terminate the interview at any time, 
and if appropriate I would sign-post them to the Trust’s staff support services. 
 
Social harm relates to confidential information being made public (The Economic 
and Social Research Council, 2015).  I mitigated against this risk by maintaining 
confidentiality throughout the research process.  All data was collected, stored and 
utilised in accordance with the Data Protection Act (1998).  For example, only I had 
access to the study data which was stored on a password-protected University 
server (electronic data) and within a locked filing cabinet to which only I had the key 
(paper data).  I also minimised the risk of the study findings being damaging or 
negative to the Trust and participants by anonymising the Trust and participants in 
this thesis (and will do so in any future publications arising from this work). 
4.8.5.3 Selection of the RPIW 
Following ethical approval being granted from both the University and the Trust, I 
was permitted to contact the Head of Organisational Development to arrange 
observation of an RPIW.  I was provided with details of the next available RPIW 
which was due to commence 15th June 2015.  Selection of the RPIW was, therefore, 
on an opportunistic basis rather than being selected for any purposeful reason other 
than it being the next available RPIW for observation. 
4.8.5.4 Recruitment of participants 
RPIW participant selection was made by the Trust as per process (see Appendix 
10).  In terms of those individuals being invited to take part in this study, an invitation 
letter (see Appendix 11) and the PIS was sent to potential participants by the Trust’s 
RPIW Administrator who acted as a ‘gatekeeper’.  These were sent one week prior 
to the start of the five-day workshop. 
 
Potential participants had the option to indicate their wish to take part in the study 
prior to the five-day workshop by returning the reply slip on the PIS directly to me.  
However, all reply slips were received on the first day of the RPIW with all twenty-
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four RPIW participants consenting to being observed and ten of those participants 
agreeing to be interviewed (see Table 4.8 for the list of RPIW participants who were 
observed.) 
 
Nine participants were interviewed with one participant (medical consultant) 
withdrawing agreement due to work commitments (see Table 4.9 for interviewee 
details).  Pseudonyms have been used to protect individual’s identities.
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Table 4.8 RPIW participants (all observed) 
RPIW role Role within the Trust 
Sponsor Head of Nursing 
Process Owner Clinical Matron 
Workshop Leaders Business Manager 
Information Systems Analyst 
Team Members Community Matron x 2 
Information Technology (IT) 
Systems Officer 
Clinical Matron 
Sister 
Clinical Commissioner 
General Practitioner 
Pharmacist 
Directorate Manager x 2 
Nurse 
Physiotherapist 
Ward Manager 
Advisory Consultant x 2 
Clinical Matron 
Observer (not an assigned RPIW role; attended 
as a support mechanism for the Workshop 
Leaders) 
Service Improvement Lead 
Assessor (not an assigned RPIW role; attended 
to assess the Workshop Leaders as part of their 
Lean Certified Leader qualification) 
Head of Kaizen Promotion 
Office (from a neighbouring 
Trust) 
Transient Participants (part of the Home 
Team; were invited to attend briefly to help 
answer questions the RPIW team had) 
Nurse x 2 
 
 
Table 4.9 Interviewees 
Participant 
pseudonym 
RPIW role Role within the Trust 
Anna Advisory Clinical Matron 
Olivia No assigned role; attended as an 
observer and support 
mechanism for the Workshop 
Leaders 
Service Improvement 
Lead 
Polly Process Owner Clinical Matron 
Sally No assigned role; organises 
RPIWs, does not attend them 
RPIW Administrator 
Theresa Team Member Ward Manager 
Tom Team Member Pharmacist 
Tracey Team Member Physiotherapist 
Wanda Workshop Leader Information Systems 
Analyst 
Wendy Workshop Leader Business Manager 
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4.9 Data collection  
Data was collected over the full one-year period of the RPIW which facilitated a 
comprehensive view of the phenomenon and, as Hartley (2004) suggests, can 
effectively illuminate behaviour as trust develops between the researcher and 
participants so that information may be provided that would not necessarily be given 
in a one-off interview. 
 
The data collection process commenced with observation of the first major event 
within the RPIW, that is the five-day workshop.  This was followed by audio-
recorded one-to-one interviews with participants, as soon as possible after the event 
to minimise the effect of memory fade.  This observation, interview and transcription 
pattern was repeated for each subsequent RPIW event (the Report Outs).  There 
were five Report Outs but only three interviews because, as part of the ethical 
approval for this study it was agreed that more than three interviews may prove 
burdensome on participants. 
 
It proved challenging to adhere to the planned timeline for observation and 
interviews as the expected RPIW structure for Report Outs was not followed by the 
RPIW participants.  The expected and actual data collection points and timelines are 
illustrated in Table 4.10.  This was in part due to repeated delays of the ‘go live’ date 
for the new service and in part due to a major organisational restructure that 
commenced soon after the five-day workshop held in June 2015.  The latter issue 
resulted in the RPIW being suspended in November 2015 and four of the nine 
participants who agreed to be interviewed left the organisation.  The interviews 
scheduled to take place in November 2015 were therefore postponed as it was felt 
that partaking in the interviews would be an unnecessary burden on participants at 
that time.  Instead, the invitations were delayed until March 2016, once the new 
organisational structure was in place.  At this time, the RPIW had been suspended 
and no further Report Outs were scheduled.  However, a late decision was made by 
the Trust to hold a 365-day Report Out despite the discontinuation of the RPIW.  
The reasons behind this are discussed in Chapter 8. 
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Table 4.10 Data collection points and timeline 
Time Event Event scheduled to take place as part 
of RPIW plan and structure? 
Event took place Observation 
of event 
JUNE 2015 5-day 
workshop 
Yes Yes Yes 
JULY 2015 30-day 
Report Out 
Yes No – cancelled due to ‘go live’ date 
being postponed 
Not 
applicable 
JULY 2015 
 
Post workshop interviews 
AUGUST 
2015 
 
60-day 
Report Out 
Yes Yes Yes 
SEPTEMBER 
2015 
 
90-day 
Report Out 
Yes Yes Yes 
SEPTEMBER 
2015 
 
Post Report Out interviews 
 
OCTOBER 
2015 
 
120-day 
Report Out 
Yes Yes Yes 
NOVEMBER 
2015 
150-day 
Report Out 
No – ‘go live’ date was scheduled for 
early November so this additional Report 
Out was included so the group could 
meet following ‘go live’ 
No – cancelled due to major 
organisational restructure and all 
RPIWs subsequently being suspended 
Not 
applicable 
MARCH 2016 Post Report Out interviews (delayed due to organisational restructure) 
 
JUNE 2016 365-day 
Report Out 
No  Yes Yes 
JUNE 2016 
 
Post Report Out interviews   
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4.9.1 The observation process 
Consent forms were signed immediately prior to the RPIW commencing on day one 
of the five-day workshop (to cover all observation periods thereafter) and 
immediately prior to the commencement of interviews.  This was more challenging 
in the case of those individuals who attended the five-day workshop on a transient 
basis.  For example, when the RPIW team required particular information, opinion or 
support, the Workshop Leaders would call the relevant department and request the 
presence of appropriate individuals who would, if available, enter the RPIW room 
until they were no longer required.  This was never for any longer than one hour in 
duration.  As these individuals had not been previously identified as being involved 
with the RPIW, they did not receive the study invitation.  Being conscious of consent 
issues, I arranged for the Workshop Leaders to act as gatekeepers and provide 
these individuals with the PIS and consent form prior to actively participating in the 
RPIW.  In the event that consent was refused, no specific data pertaining to those 
individuals, for example direct quotes, would be recorded in the fieldnotes.  
However, all individuals provided their written consent. 
 
At the beginning of day one, after being introduced to the group by the Workshop 
Leaders, I positioned myself on the floor at the back of the room so that I was out of 
the participants’ view.  To record my observations, I drew on the symbolic 
interactionist perspective underpinning this study whereby the interpretive acts 
associated with participation in the RPIW manifest as visible behaviours as well as 
internal thoughts and emotions (Williams, 2012a).  As such, I aimed to record as 
much detail as possible of the visible behaviours, words, tone and moods observed 
during the RPIW.  I adopted an unstructured format to note-taking, using blank 
paper.  This strategy aligns with symbolic interactionism which, as discussed in 
section 4.6.6, encourages exploration of the meaning individuals ascribe to the 
RPIW rather than seeking an a priori truth (which the deterministic nature of Lean 
suggests).  Methodologically, the strategy also ensured a broad and holistic 
approach in the early stages of data collection when the inquiry was informed by 
only a high-level research aim. 
 
All note-taking was undertaken at the time of observation with reflection and recall 
notes being made immediately following each observation period.  Using a blank roll 
of wallpaper and coloured pens, the fieldnote format suggested by Bailey (2007) 
was adopted: 
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Primary observation: a chronological log of observations was made at the time of 
observation to record the physical setting, who was present, the timing, process and 
content of activities, behaviours, emotions, the mood or ‘feel’ in the room, the issues 
being discussed with as much verbatim recording employed as possible, and the 
use of dialogue mapping (Conklin, 2006) to capture conversations.  Prior experience 
of participating in service improvement activities led me to assume the 
conversations I would observe in the RPIW would not necessarily be linear in 
nature.  That is, a clearly defined outcome for the conversation with one individual 
speaking at one time about one specific issue in a logical, ordered sequence until 
the outcome was achieved.  Instead, multiple interrelated issues are often 
discussed, discarded and raised again within complex interactions.  As such, a 
method for recording these conversations within fieldnotes as comprehensively as 
possible was required.  Dialogue mapping (Conklin, 2006) is a facilitation technique 
to encourage collaboration and decision-making in meetings with a series of 
symbols and mapping to record key conversation content.  It is the latter ‘mapping 
tool’ element that was adopted for use during observation of the RPIW.  A key to the 
symbols is provided in Table 4.11 and an example of a dialogue map from the 
fieldnotes provided in Figure 4.5 (the original map is provided in Appendix 12). 
 
Table 4.11 Key to dialogue mapping symbols (Conklin, 2006) 
Symbol Description What the symbol represents 
? A question mark A question or issue 
 
A light bulb An idea or response to the question 
+ 
A plus sign Pros related to the idea 
- 
A minus sign Cons related to the idea 
 
 
 
A gavel A decision 
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Figure 4.5 Example of fieldnotes dialogue map 
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Reflection and recall: both in parallel to the primary observations and immediately 
following the observation period I made reflective notes to capture what I was 
thinking at the time, what appeared significant (at the time or later on recall) and 
questions I had about what was happening to explore with participants during 
interviews.  Table 4.12 provides an example of some excerpts from the fieldnotes 
related to reflection and recall. 
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Table 4.12 Example of reflection and recall fieldnotes 
 
Pre-analysis data: throughout the data collection period which ranged from 
immediately on observation, during reflection and recall and on re-reading 
fieldnotes, I made a note of issues or insights that were beginning to emerge so that 
I could raise these with participants during interview to explore (see Appendix 13 for 
Event Thoughts Questions for future 
observations and/or 
interview 
Day 1 - throughout Workshop is very structured 
and timed 
Why? Is this helpful? Is this 
unhelpful? How? 
Day 1 - main 
workshop 
discussion about 
value added activity 
and how that is 
defined 
Appears to be some tension 
between efficiency (saving 
time) and that time being 
taken away from (quality) 
time spent with patients so 
there is less opportunity for 
patients to chat and enjoy 
the nurse’s company 
How are these tensions 
managed? 
How does this make people 
feel? 
What decision will be/has 
been made? 
Day 2 - main 
workshop 
presentation of a 
business case by 
the Workshop 
Leaders to the 
group 
Business case shared which 
has created strong feelings 
of annoyance, anger, 
frustration.  Voices are 
raised.  Emotions running 
high.  Workshop Leaders 
appear anxious to calm the 
group down 
Why was this the reaction to 
the business case? 
How did individual people 
feel?  Did they all feel the 
same or differently?  Why? 
Day 2 - whole group 
discussion with the 
consultant about 
the business case  
Presence of Consultant has 
influenced the group 
dynamic both in the main 
workshop and the break out 
group.  They are quieter and 
less challenging.  The 
consultant does most of the 
talking 
What impact did the 
Consultant input have on 
people? Why? 
Day 3 - break out 
group discussion 
about how the new 
pathway will work 
Lots of focus on decisions 
today. Much discussion 
about what the group want 
and what policy dictates.  
Frustration evident 
What influence does policy 
have on decision-making? 
Do the group consider 
workarounds?  What?  
Why? 
How do people feel about 
the influence of policy? 
Day 4 - whole group 
presentation of 
Chief Executive and 
Sponsor emails 
praising the group 
Appreciation for praise 
evident.  Spirits seem 
buoyed. Group appears 
tired. Much quieter.  No 
joking or banter today 
Why did Workshop Leaders 
present the group with this 
praise? Was it a purposeful 
action for something (what?) 
or standard RPIW practice? 
How did people feel about 
hearing this praise?  Why? 
Day 5 - whole group 
preparing for 
presentation report 
out 
Group appear excited and 
nervous. More smiling, 
joking today 
How did people feel at this 
stage?  Why? 
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an example).  As the observation periods were temporally ordered, so too were the 
issues and insights.  There was no such order in relation to the interviews.  Although 
the interviews were conducted sequentially, what the participants raised related to 
feelings and experiences they had in the past, present and future, discussing them 
in isolation or simultaneously.  To organise initial issues and insights in a 
comprehensive and organic manner from this complex data, the cognitive tool 
‘mind-mapping’ was used.  Sometimes referred to as ‘concept mapping’ or visual 
maps’, mind-mapping is simply a form of note-taking in a visual manner that retains 
the concept of the ‘whole’ (Margulies and Maal, 2002; Buzan, 2006).  Mind maps 
were created following the first interviews to guide topics for exploration in the 
second interviews and following the second interviews to guide topics for exploration 
in the third and final interviews (see Appendix 14 for an example). 
 
Experiential data: impressions and personal feelings were recorded as reflective 
notes throughout the data collection period because self-awareness during data 
collection is essential for reflexivity (Richards and Morse, 2013).  Reflexivity, a 
continual process of critical self-awareness is required to maintain completeness of 
the data collection process (Powers and Knapp, 2011) as the type and quality of 
data collected for analysis may be influenced by researcher values, beliefs, biases 
and relationships established with the group during the research process (Cohen, 
Mannion and Morrison, 2011). This may have significance at later stages of analysis 
to aid the critique and interpretation of what was observed (Merriam, 2009).  It was 
important, therefore, to maintain a critical self-awareness and acknowledge these 
potential filters through which the RPIW was observed.  Reflexivity will be critically 
discussed in Chapter 8. 
 
Documents 
In addition to fieldnotes, any documentation displayed on the walls of the RPIW 
room were noted and details copied.  These included informational displays and 
were a useful source for understanding local processes and terminology related to 
the RPIW.  For example, these included: 
 
 RPIW process information 
 RPIW roles definitions 
 RPIW aims and objectives  
 Pre-RPIW service performance data  
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Other displays included RPIW participant feedback captured at the end of each 
workshop day by the Workshop Leaders.  Participants recorded their feelings about 
what was good about the day and what could have been better on Post-it notes ® 
which were then displayed on the walls of the room prior to group discussion and 
exploration of the comments made.  The written data was recorded verbatim in the 
fieldnotes (see Appendix 15 for an example). 
4.9.1.1 Observation limitations 
Other than the first and final day of the five-day workshop, it was not possible to 
observe all RPIW activities due to the nature of the process.  On days two, three 
and four, participants were divided into smaller ‘break out’ groups to discuss specific 
issues or to undertake specific tasks and were directed to separate rooms to do this.  
The choices made regarding which ‘break out’ group to observe was made through 
purposeful selection to ensure a range of participants were followed on each 
occasion.  The break-out sessions observed are detailed in Table 4.13. 
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Table 4.13 Break-out groups observed 
Break-out group topic/task Workshop Participants 
Designing the new pathway Day 2 
(morning) 
2 Community Matrons 
1 Nurse 
1 Sister 
1 Pharmacist 
1 IT Systems Officer 
Define patient eligibility criteria for 
new service 
Day 2 
(afternoon) 
1 Clinical Lead 
1 Ward Manager 
1 Clinical Matron 
1 Nurse 
Designing the new pathway 
(continued) 
Day 2 
(afternoon) 
2 Community Matrons 
1 Nurse 
1 Sister 
1 Pharmacist 
1 IT Systems Officer 
1 Directorate Manager 
Referral process  Day 3 
(morning) 
1 Clinical Lead 
1 Consultant 
1 Directorate Manager 
1 Community Matron 
1 Nurse 
1 Physiotherapist 
 
Create flowchart from decision to 
treat to first treatment received 
Day 4 
(morning) 
1 Clinical Lead 
1 Directorate Manager 
1 Sister 
 
Finalise documentation (training 
schedule, General Practitioner letter 
template, sub-pathways) 
 
Day 4 
(afternoon) 
1 Clinical Lead 
1 Community Matron 
1 Ward Manager 
 
4.9.2 The interview process 
The plan was to interview each participant three times.  Once after the five-day 
workshop, once during the Report Out period and once at the end of the RPIW.  
However, due to non-response to interview invitations and organisational restructure 
resulting in staff leaving the Trust, not all participants were interviewed according to 
this plan.  The actual interview occurrences are detailed in Table 4.14.
 126 
Table 4.14 Interviews held with participants 
Time Event Interviewee Why a participant was not 
interviewed 
JULY 2015 Post five-
day 
workshop 
interviews 
 
Anna 
Olivia 
Polly 
Sally 
Theresa 
Tom 
Wanda  
Wendy 
Tracey  Did not respond to 
invitation 
SEPTEMBER 
2015 
Post Report 
Out 
interviews 
 
Olivia 
Polly 
Theresa 
Tracey 
Wanda  
Wendy 
Anna Left the organisation 
Sally Left the organisation 
Tom Did not respond to 
invitation 
MARCH 2016 Post Report 
Out 
interviews 
 
Theresa 
Tracey 
Wanda  
Wendy 
Olivia Left the organisation 
Polly Did not respond to 
invitation 
JUNE 2016 Post Report 
Out 
interviews 
Polly Theresa Maximum number of 
interviews 
undertaken 
Tracey Did not respond to 
invitation 
Wanda Maximum number of 
interviews 
undertaken 
Wendy Left the organisation 
 
Interviews were held during normal working hours on Trust premises in an 
appropriate room that was within the Trust’s occupied, public places but where 
confidentiality could be preserved.  The first interviews lasted around 45 minutes 
and the second and third interviews around 20 minutes.  The participants were first 
asked to explain how they came to be involved in the RPIW and their role within it.  
They were also asked about their knowledge, experience and opinion of Lean and 
RPIWs; why the Trust had adopted Lean and any details of work or the clinical 
situation leading up to the RPIW.  This information was collected to understand the 
participants’ RPIW role and gain contextual information. 
 
Participants were then asked to reflect on their RPIW experience and prompt 
questions were asked to maintain the dialogue and explore their RPIW experience.  
Audio-recordings of the interviews were transcribed, verbatim, by myself after each 
round of interviews to enhance data familiarisation.  These transcripts were read 
and re-read following each round of interviews and, as discussed in the previous 
section, mind maps were created help identify issues the participants had raised to 
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explore in more detail with them in the next round of interviews.  An overview of the 
questions asked during each round of interviews is provided as part of the interview 
schedule in Appendix 16. 
 
As well as facilitating exploration of the issues participants raised, this mind-
mapping (or pre-data analysis) guided the development of more focussed research 
objectives from the initial high-level study aim.  This will be discussed in the next 
section. 
4.9.2.1  ‘Reverse engineering’ of the research question 
This research was borne of a curiosity about how a very prescriptive and 
mechanistic approach to service improvement worked in diverse, dynamic and 
complex social worlds.  There were no theories or studies specifically related to 
understanding the subjective interpretation of Lean in this respect and therefore no 
developed field of knowledge on which to base a specific research question.  
Instead, as stated in Chapter 1, a high-level research question was the initial guide 
for this study, ‘what is the human experience of Lean?’ and the aim of the study was 
‘to explore the human experience of Lean as experienced through an RPIW’. 
 
An emergent, data-driven approach was adopted to refine and focus this broad 
question and develop a specific research question; a technique coined ‘reverse 
engineering’ of the research question (Graham, 2017).  Indeed, several authors 
agree that qualitative research questions are open-ended, evolving and non-
directional (Creswell and Poth, 2018; Marshall and Rossman, 2011; Flick, 2014; 
Bryman, 2007).  The flexible, co-constructive approach to interviewing allowed 
issues that were significant to the participants to emerge and following the second 
round of interviews it became increasingly apparent that the emotional experience of 
participating in the RPIW was central.  Participants frequently referred to feelings, 
emotions and what the RPIW meant to them personally.  They talked about the 
impact the RPIW had on them and their emotions and how emotions influenced the 
RPIW process (further discussion and examples relating to the emergence of 
emotion as a salient issue, as part of data familiarisation, is provided in the next 
section 4.10.4).  This led to more focussed (data-driven) research objectives: 
 
 To reveal the emotional experience of participating in an RPIW 
 To identify what aspects of an RPIW evoke emotional responses 
 To explore how individual’s emotional experience influences the RPIW 
process 
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In this section I have described in detail the methods of data collection.  I will now 
discuss how the data was analysed. 
 
4.10  Data analysis  
It is widely acknowledged that data analysis is a continual process from the start of 
any qualitative study (Gibbs, 2007; Smith, Flowers and Larkin, 2009; Richards and 
Morse, 2013) with data collection and analysis developing together in an iterative 
process in case study (Hartley, 2004; Chadderton and Torrance, 2011).  Throughout 
this study, data has been collected, read, re-read and reflected upon to revise and 
refine the research question and to transform the participants’ experience of an 
RPIW into a textual expression of the essence of that experience (van Manen, 
1990). 
 
To achieve this textual expression (findings of the study), a method of data analysis 
appropriate to the interpretivist theoretical perspectives adopted in this study was 
required.  However, there is no one single or correct way to analyse qualitative data 
(Cohen, Manion and Morrison, 2011).  It is regarded as a creative art that involves 
interpretation and imagination (Denzin, 1994).  This is not to say that qualitative data 
analysis can be ‘made up’ and that the meaning inherent in the data is whatever the 
researcher wants it to be (Green and Thorogood, 2018).  Rigour and trustworthiness 
(discussed in detail in section 4.16) are essential to demonstrate that the inferences 
made are sound and not just one researcher’s subjective impressions of the 
phenomenon (Green and Thorogood, 2018).  However, unlike quantitative analysis, 
there are no clearly defined rules or procedures for analysing qualitative data.  That 
said, there are several approaches to guide the process (Spencer et al, 2014).  
Whilst it is impossible to reduce the task of qualitative analysis to a mechanistic, 
tools-based approach, it is possible to draw on qualitative data analysis approaches 
to provide transparency in the process of transforming primary data to study findings 
(Green and Thorogood, 2018). 
 
There are several analytical approaches to inform qualitative analysis of the 
interview and observational data.  The choice of approach is not a simple task 
because there are no absolute distinctions between the different ones available 
(Starks and Brown-Trinidad, 2007).  The overall methodology or theoretical 
perspective informing the analytical approach may have recognisable differences in 
epistemological assumptions.  For example, in hermeneutics language mediates 
and constructs our understanding of reality whereas in phenomenology reality is 
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understood through embodied experience (Starks and Brown-Trinidad, 2007).  But 
despite the different epistemological assumptions, these theoretical perspectives 
have many similarities in the analytical phase, sharing methods for 
decontextualising (breaking the data down into analytical components) and then 
recontextualising data (synthesising the study findings) (Starks and Brown-Trinidad, 
2007).  For example, grounded theory, ethnographic and phenomenological 
approaches as described by Thorne (2000), Burns and Grove (2001), Braun and 
Clarke (2013) and Smith, Flowers and Larkin (2009) all detail a process of coding 
the data, identifying themes and looking for relationships across the data set.  The 
analytical methods are, therefore, very similar in approach. 
 
If an inquiry adopted one methodology, then the choice for analytical approach may 
be informed by that methodology.  This is because the analytical processes are not 
stand-alone methods; rather, they are an integral part of the methodology and a 
perspective from which to approach data analysis rather than simply a method 
(Larkin, Watts and Clifton, 2006; Braun and Clarke, 2013).  As argued in section 4.6, 
the guiding principles, assumptions or focus of singular methodologies were not 
entirely congruent with the blended theoretical perspectives informing this study.  
Therefore, singular methodologies with their embedded analytical approaches were 
not suitable to solely guide data analysis. 
 
Instead, because a blended approach related to symbolic interactionism and 
existential phenomenology was adopted, a data analysis approach that offered 
theoretical flexibility was required.  A method that provided the requisite theoretical 
flexibility alongside procedural transparency was selected.  That is, ‘Thematic 
Network Analysis’ as described by Attride-Stirling (2001). 
 
4.10.1 Thematic analysis 
The generation of ‘themes’ from data is a common analytic process across many 
qualitative research methods (Braun and Clarke, 2013) but ‘thematic analysis’ (TA) 
has been recognised as a distinctive method, with roots in psychology, that offers 
defined procedural steps (Braun and Clarke, 2006).  It is a stand-alone method, 
unconnected to any particular theoretical perspective and so can be applied when 
using a range of approaches.  It is appropriate, therefore, for this study’s blended 
approach that draws on two theoretical perspectives (existential phenomenology 
and symbolic interactionism).  In fact, in relation to interviewing participants, Joffe 
(2012, p.220) notes the congruence of thematic analysis as a method to explore 
symbolic and emotional/experiential data:  
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“When explicit questions are asked one taps reason-based explanations, 
attitudes and beliefs, which tend to be easily accessible but may hide not 
only the symbolic but also the emotional and experiential material that 
drives cognition and behaviour…TA is best suited to elucidating the specific 
nature of a given group’s conceptualisation of the phenomenon under 
study…[it is] a method that can capture latent (implicit) meaning while 
remaining systematic… TA’s combination with phenomenology offers rich 
pickings for future work.” [my emphases] 
 
From a philosophical stand-point, TA is therefore highly congruent with this study in 
terms of exploring the emotional experience of RPIW participants and 
conceptualising the group’s shared (symbolic) experience and construction of the 
RPIW.  As the subjective and shared meaning of the RPIW may not be “easily 
accessible” (Joffe, 2012, p.220) it is necessary for the researcher to engage in a 
process of interpreting the text (RPIW participant interview transcripts) to 
reconstruct the meaning intended by the RPIW participants; a process referred to as 
‘double hermeneutics’ (Smith, Flowers and Larkin, 2009). 
 
The hermeneutic process of data analysis is regarded as a cyclical process; the 
‘hermeneutic circle’ (Powers and Knapp, 2011).  The outline of the circle represents 
the researcher’s interaction with the whole (the entire text) and the parts (individual 
concepts) as they continuously inform one another.  The space within the circle 
represents the area of shared understanding between the text’s author (or orator) 
and the researcher.  This boundary around the interpretation highlights the unique 
construction of the interpretation (Powers and Knapp, 2011).  The hermeneutic 
circle as applied to this study is presented in Figure 4.6.
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Figure 4.6 Hermeneutic Circle 
 
The concept of hermeneutics as part of the unique construction of the RPIW will be 
discussed in more detail in Chapter 8. 
 
4.10.2 Thematic Network Analysis 
Thematic Network Analysis (TNA) was adopted as the specific procedure for 
analysis in this study.  The first, and arguably most important reason, relates to the 
congruence the method has to the purpose of this research and the complex nature 
of RPIWs.  I have previously argued in section 4.6 against methodologies that may 
narrow the focus of inquiry.  Case study was selected for its holistic approach to 
understanding the case so that subjective and social meaning set within cultural 
context may be explored and explained.  As such, a method that considers multiple 
levels within the data and their interrelationships was imperative.  Thematic analysis 
shares many features with phenomenology (Guest, MacQueen and Namey, 2012) 
and TNA has been successfully applied to interpretative phenomenological health 
research (for example: Williams and Graham, 2012; Beardsmore and McSherry, 
2017).  As such, this analytical method holds congruence with the existential 
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phenomenological approach adopted in this study.  In terms of complexity, through 
the development of thematic networks, TNA enables the visual mapping and 
illustration of the complex layers of an RPIW as a social process.  Therefore, it 
facilitates the exploration of the layers and depths associated with, in this case, 
organisational life (Sarantakos, 2004) and holds congruence with the symbolic 
interactionist approach adopted. 
 
The second reason relates to transparency.  Attride-Stirling (2001) argues that there 
is a need for greater disclosure in qualitative analysis.  That is, a transparent audit 
trail demonstrating how a researcher’s conclusions have been derived.  Indeed, a 
criticism of TA is that it lacks rigour or structure as it is often poorly demarcated 
(Braun and Clarke, 2006).  Thematic Network Analysis enables a methodical 
organisation of data with clarity in presentation through the provision of web-like 
maps that depict salient themes and their interrelationships; it supports insightful 
and rich exploration of the data in terms of overt structures and underlying patterns; 
and it facilitates disclosure of each step taken in the analytical process (Attride-
Stirling, 2001).  This level of transparency has been demonstrated as an effective 
means to acknowledge researcher influence within the research process (Graham 
et al, 2012).  These are important principles that support the aim of this study to 
explore the complexity of the experience of an RPIW and to support methodological 
rigour as will be discussed in section 4.16.   
 
The procedural steps of TNA are depicted in Box 4.1.
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ANALYSIS STAGE A: REDUCTION OR BREAKDOWN OF TEXT 
Step 1:  Code Material 
(a) Devise a coding framework 
(b) Dissect text into text segments using the coding framework 
Step 2: Identify Themes 
(a) Abstract themes from coded text segments 
(b) Refine themes 
Step 3: Construct Thematic Networks 
(a) Arrange themes 
(b) Select Basic Themes 
(c) Rearrange into Organising Themes 
(d) Deduce Global Theme 
(e) Illustrate as thematic network 
(f) Verify and refine thematic network 
ANALYSIS STAGE B: EXPLORATION OF TEXT 
Step 4: Describe and explore thematic networks 
(a) Describe the network 
(b) Explore the network 
Step 5: Summarise thematic network 
ANALYSIS STAGE C: INTEGRATION OF EXPLORATION 
Step 6: Interpret patterns 
Box 4.1 Steps of Thematic Network Analysis (Attride-Stirling, 2001) 
An account of the TNA process as applied to this study will now be provided.  
However, before the TNA steps as illustrated in Box 4.1 are discussed, a pre-TNA 
step was undertaken due to the sheer volume of data collected in this study.  This 
step entailed data organisation. 
 
4.10.3 Data organisation  
Thematic Network Analysis does not explicitly refer to data organisation and 
management.  This is an important part of the research process as it not only 
supports sense-making of the data but is an integral part of data analysis (Ravitch 
and Mittenfelner-Carl, 2016).  A vast amount of data was collected through this 
study so engagement with a systematic process for data organisation was required 
to support initial sense-making.   
 
Temporal ordering was selected as the basis for data organisation to align with the 
temporal structure of an RPIW.  That is, data was organised in relation to the 
timeline of the RPIW which began with the time period before the five-day 
workshop, followed by the five-day workshop and then the Report Out period.  All 
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data was then carefully and methodically plotted onto this timeline, cross-
referencing the information to the original data source using the following data 
source identification key (Table 4.15):  
 
Table 4.15 Data source identification key 
Participant 
pseudonym 
Key Interview Key Line of 
transcript 
Key 
Anna A First 1 First 1 
Olivia O Second 2 Second 2 
Polly P Third 3 Third 3 
Sally S   Fourth  4 
Theresa Th     
Tom To     
Tracey Tr     
Wanda Wa     
Wendy We     
 
 
Figure 4.7 provides an example of how this key was applied: 
 
Figure 4.7 Example of data source identification key 
 
4.10.4  Data familiarisation  
The process of data organisation facilitated a continuation of data familiarisation 
(which began with transcription).  Also, organising the data temporally provided a 
basic structure to develop the story of the case (presented in Chapter 5).  The 
process of transferring text from each interview transcript onto an RPIW timeline led 
to the development of each individuals’ account of the RPIW and their collective 
account; both of which are represented as the story of the case in Chapter 5.  In 
addition, reading and re-reading the transcripts to identify the temporal dimension of 
the text provided an opportunity to become intimately familiar with the data and to 
begin to notice things that might be relevant to the research objectives (Braun and 
Clarke, 2013).  This led to ‘precoding’ of the data.  Precoding is a process of 
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reading, questioning and engaging with the data before formal coding (step 1 of 
TNA) begins (Ravitch and Mittenfelner-Carl, 2016).  A note was made of key words 
or phrases that stood out, questions that came to mind, first impressions and 
specific terminology or metaphors.  This process was observational and casual 
rather than systematic and precise; what Braun and Clarke (2013) refer to as 
‘noticings’.  Examples of ‘noticings’ during the pre-data coding process are provided 
below.   
 
“As I’m going through more transcripts I’m seeing a lot of reference to being 
on a journey, staying on track, getting closer to what people want, being in 
the same boat.  They are journey analogies” 
 
“Bravery. Interesting concept; suggests notions of danger or risk” 
 
“The term ‘drive’ and ‘driving’ comes up frequently; again is akin to a journey 
but also may suggest pushing; Polly often refers to pushing people” 
 
“Shared desire for this change” 
 
“Passion” 
 
“Hope” 
 
“Barn door obvious” 
 
“Enthusiasm” 
 
“Opportunity” 
 
“Why did participants feel it would be a success this time?  What was 
different?” 
 
“I wonder why it was ‘interesting that there was no resistance’? Do people 
always anticipate resistance or was that a unique thought about this RPIW?” 
 
Through re-reading of, and reflecting on these ‘noticings’ individually, and as part of 
peer discussion during supervision sessions, salient issues related to the emotional 
aspects of participating in an RPIW were apparent.  Sometimes this was in relation 
to emotion words used by participants such as “happy”, “proud”, “sad”, and 
“disappointed”.  Sometimes it was in relation to metaphors used such as “plodding 
through treacle”, “it’s like having a mammogram”.  And other times, participants 
explicitly referred to emotion as being an influential part of their RPIW experience.  
For example, “it’s sort of a rollercoaster of emotions”, “I wonder if it’s their emotions 
and their drive rather than look at the evidence”, and “they mightn’t feel them 
emotions as the same as I did or at them points but they will feel some of that”.  
Further examples of participants’ references to emotion are provided in Appendix 
17.  
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It was felt that these references to emotion were salient for two reasons.  First, the 
aim of this study was to explore the human experience of participating in an RPIW, 
and the emotions participants shared during their reflections on the RPIW potentially 
provided an important phenomenological insight into this subjective experience.  
Second, what is known about Lean relates to processual issues drawing on 
positivist/post-positivist perspectives (as discussed in Chapter 3).  There is an 
absence of understanding related to human agency and the social, individualistic 
and subjective nature of Lean application in healthcare.  For these reasons, the 
‘noticings’ of the emotion aspects participants raised and the emotion words they 
used were considered important concepts to explore as part of formal data analysis.  
This process will now be clearly presented in relation to the processual steps of 
TNA. 
 
4.11  Application of Thematic Network Analysis 
Following organisation of the data, and precoding, formal analysis of the data 
commenced.  The procedural steps of TNA were followed as discussed below.  
Each step is supplemented with an illustrative example. 
 
4.12  Step 1: Code material 
The first step in TNA is data reduction though coding the material (Attride-Stirling, 
2001).  The purpose of coding is to simplify and focus on some specific 
characteristics of the data (Richards and Morse, 2013).  In TNA, coding is the first 
formal stage of analysis where the researcher works systematically through the data 
to identify topics that are progressively integrated into higher order themes (Spencer 
et al, 2014).  Coding specifically involves identifying aspects of the data that relate 
to the research question (Braun and Clarke, 2013). 
 
4.12.1 Step 1a: Devise a coding framework 
In TNA, to aid the identification of data related to the research question, a coding 
framework is devised.  The purpose of a coding framework is to reduce the data by 
dissecting text into manageable and meaningful text segments (Attride-Stirling, 
2001) or ‘bounding the analysis’ (Guest, MacQueen and Namey, 2012).  There are 
several ways in which to do this and the choice may be driven by theoretical 
interests guiding the research question, specific research objectives, the sources of 
data required to answer the research question (participant or event-based), or 
salient issues that arise in the text itself (Attride-Stirling, 2001; Guest, MacQueen 
and Namey, 2012).  A combination of the research aim (to explore the human 
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experience of Lean) and salient issues arising from the text (emotion) guided the 
development of the coding framework.  The coding framework was therefore 
designed to be applied to the data to reduce the text into segments that related to 
participants’ emotional experience of the RPIW. 
 
The process of designing the coding framework will now be critically discussed 
followed by a presentation of the coding framework itself. 
4.12.1.1 Defining the boundaries of the coding framework 
Attride-Stirling (2001, p.391) stresses that although coding is a rudimentary first step 
in the analytical process, “it is imperative that it be completed with great rigour and 
attention to detail.  The codes in the coding framework should have quite explicit 
boundaries (definitions)”.  It was important, therefore, to consider the definitions of 
emotion so that a clear and bounded framework could be developed to inform and 
guide the process of coding.  To achieve this, mainstream, and largely academic 
textbook-based psychological literature related to emotion was explored.  The 
reason for limiting this exploration to mainstream academic textbooks was that an 
in-depth inquiry (or systematic literature review) into the theory of emotion was out-
with the scope of this endeavour.  The purpose was simply to provide conceptual 
boundaries around ‘emotion’ to inform the development of the coding framework 
and so enhance dependability of this study.  It was not to add to the philosophical or 
theoretical debates about the nature, structure or processes of emotion. 
4.12.1.2 What is an emotion? 
A number of terms are used in everyday language in relation to the concept of 
‘emotion’.  They include, for example, sentiments, moods and feelings.  But as 
Comer, Gould and Furnham (2013) point out, there are over 500 words in the 
English language that refer to various forms of emotion, including affect, mood and 
feeling.  Although adjectives such as joy, sorrow, anger and fear are regarded as 
emotions it is difficult to identify what it is that renders these as emotions rather 
than, for example, thoughts or feelings (Bernstein et al, 2006).  Clarity on what 
counts as an emotion was imperative if ambiguity in the development and 
application of the coding framework was to be avoided. 
 
Hacker (2004) provides a conceptual framework (see Figure 4.8) to distinguish 
between feelings, emotions and moods.  In this framework, emotions and moods 
are a sub-category of feelings, collectively termed affections.  One feels an emotion 
which may give rise to a sensation, but this sensation does not have an actual 
bodily location.  For example, you may feel proud which gives rise to a sensation of 
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the chest swelling with pride, although there is no physical manifestation of pride 
within the chest.  In terms of mood, one may feel contented or melancholic but as an 
overall disposition rather than located specifically within the body.  Emotions and 
moods are therefore subjectively experienced as feelings (Dolan, 2002).  This is in 
contrast to feelings that are tactile perceptions located specifically within the body.  
For example, to feel the heat or sharpness of an object with one’s hand. 
 
 
 
Figure 4.8 Types of feelings (Hacker, 2004) 
 
The distinction between emotions and moods as feelings that are subjective 
sensations (without actual bodily location) and feelings that are physical perceptions 
(with bodily location) is therefore clear.  However, Hacker (2004) recognises that the 
boundaries are not sharp between emotion and mood.  Emotions may fade into 
moods (initial fear abating into longer-term anxiety) or moods may manifest as a 
specific emotion (an anxious disposition leading to a specific fear of something).   
 
To clarify the difference between emotion and mood, Eysenck (2018) and Nolen-
Hoeksema et al (2014) provide some distinguishing features between the two 
phenomena as presented in Table 4.16.  The most commonly cited distinction 
between emotion and mood is that emotions have an identifiable cause whereas a 
mood generally does not. 
 
 
 
 
Feelings
Affections
Emotions Moods
Tactile 
Perceptions
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Table 4.16 Emotion versus mood 
Emotion Mood 
Short-term Long-term 
High-intensity, rapid onset, usually 
immediately attended to 
Low intensity, a background to everyday 
activities, a free-floating and diffuse 
affective state 
Typically has a clear cause e.g. you 
are angry about something, you are 
happy because of a specific situation 
or event 
Reason usually unclear e.g. for 
unknown reasons you are irritable or 
feel melancholic 
 
Therefore, what differentiates an emotion from a mood for the purpose of 
developing the coding framework was: 
 
‘A short-term feeling (excluding tactile perception) which has a clear cause’ 
 
Whilst this differentiates emotion from mood and physical feeling, further definitional 
detail related to emotion was required to continue to develop a clear coding 
framework. 
4.12.1.3 Defining emotion 
Psychologists have trouble agreeing on what an emotion actually is (Comer, Gould 
and Furnham, 2013).  Several authors cite the lack of a universally agreed definition 
(Anderson and Adolphs, 2015; Parrott, 2007; Moors, 2009; Kleinginna and 
Kleinginna, 1981; Scherer, 2005).  The fundamental argument appears to stem from 
differing ontological views.  On the one hand emotion is regarded as existing in 
nature through neurophysiological processes, and on the other hand, as existing 
only in subjective experience.  Barrett (2006a) describes this as an ‘emotional 
paradox’.  That is, because emotions are identifiable (we think we know when 
someone is angry or sad) they are assumed to be entities that are distinct and can 
be objectively observed.  But scientists have yet to provide clear and consistent 
criteria about when an emotion is present or not (Barrett, 2006a). 
 
There are many theories of emotion, 150 of which Strongman (2003) categorises 
according to their particular emphases.  A summary of Strongman’s (2003) 
categories is provided in Table 4.17 which includes an appraisal of the degree of 
congruence each theoretical emphasis has to the philosophical foundations, or 
purpose, of this study. 
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Table 4.17 Theories of Emotion (Strongman, 2003) 
Theory of Emotion 
(categorical emphasis) 
Key points Level of congruence to 
this study 
Phenomenological  Concerned with the 
subjective experience of 
emotion; analysis focuses 
on the meaning of emotion, 
personally or socially; less 
concerned with behaviour, 
physiology, cognition 
High: the purpose of this 
study is to explore 
individual’s subjective 
experience of the RPIW, 
specifically their 
emotional experience 
Behavioural Emotions are essentially 
hereditary respondent 
behaviours; passive, 
learned responses 
Low: objectivism has 
been rejected   
Physiological Concerned with 
neurophysiological bodily 
states 
None: the purpose of this 
study does not include 
exploration of human 
biology 
Cognitive Emotion and cognition are 
interrelated; emotional 
reactions are a function of 
appraisal of the personal 
meaning of a situation to an 
individual 
High: interpretivism is 
central to this study 
Developmental Concerned with 
understanding emotions as 
part of human growth and 
development 
None: the purpose of this 
study does not include 
exploration of human 
growth and development 
Social  Emotion is regarded mainly, 
but not entirely, as a social 
phenomenon; concerned 
with exploring the 
underlying complex, subtle 
and often unconscious 
dimensions of emotion such 
as social relationships, 
group expression, the sub-
text of language and 
expression 
Medium: a key 
assumption in this 
research is that RPIWs 
are a social 
phenomenon.  However, 
the purpose of the study 
does not include 
exploring underlying, 
unconscious dimensions 
of emotion  
Clinical Concerned with emotion as 
a central concept within 
mental health and 
emotional disorder 
None: the purpose of this 
research does not 
include understanding 
mental health  
 
As highlighted in Table 4.17, there are theories of emotion that hold no congruence 
with this study.  First, they are the theories from the natural sciences that are 
concerned with human physiology and health (Physiological, Developmental and 
Clinical).  Second, they are the theories situated within a positivist perspective that 
assume RPIW participants would only experience emotions as determined by 
hereditary reflex-like responses (Behavioural).  The approaches to psychology 
underpinning these theories of emotion are behaviourist and psychoanalytical, both 
of which are deterministic (Gross, 2014).  They assume that people are driven by 
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biological and/or conditional responses, feelings and actions over which they have 
no control or conscious knowledge (Glassman and Hadad, 2013).  I have previously 
argued RPIWs come into being through the enactment, collectively and individually, 
of people as part of human sense-making and the aim of this study is to explore 
human, subjective, emotional experience.  This interpretivist perspective therefore 
renders behaviourist and psychoanalytical theories of emotion antithetical. 
 
This leaves the Phenomenological, Cognitive and Social theories of emotion as 
holding congruence.  These theories of emotion draw on humanistic psychology 
which assumes human agency (free will and the capacity for choice) and 
emphasises subjective experience, perceptions and feelings as a way of 
understanding the meaning of behaviour (Gross, 2014; Glassman and Hadad, 
2013).  Humanistic psychology therefore holds congruence with the philosophical 
foundations, and the aim, of this study.  As discussed in section 4.6, I have 
combined two theoretical perspectives; existential phenomenology and symbolic 
interactionism.  This is because each perspective facilitates different ways to access 
the phenomenon of experience of the RPIW.  Existential phenomenology illuminates 
the subjective meaning of the human experience of the RPIW, so holds congruence 
with a phenomenological theory of emotion.  Symbolic interactionism illuminates the 
socially constructed meaning of this experience as participants share the social 
experience of the RPIW, so holds congruence with social and cognitive theories of 
emotion.  Therefore, for the purpose of developing the coding framework, the 
underpinning theories of emotion were Phenomenology, Social and Cognitive 
because their humanistic psychological approaches held most congruence with the 
philosophical foundations and aim of this study. 
4.12.1.4 Components of emotion 
Within the theories of emotion discussed above, there are related components of 
emotion of which there is widespread agreement in the field of psychology (Moors, 
2009).  Such components were a useful framework to develop the coding framework 
from the theoretical to the actual.  As described by Parrott (2007), Gross (2015), 
Nolen-Hoeksema et al (2014), Comer, Gould and Furnham (2013), Scherer (2005) 
and Bernstein et al (2006) the components of emotion are:
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7 Autonomic nervous system: a division of the peripheral nervous system that supplies 
smooth muscle and glands; influences the function of internal organs 
8 Endocrine system: a network of glands that secrete hormones to regulate bodily function
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None of these components are, in themselves, an emotion nor are they discrete or 
one-dimensional (Nolen-Hoeksema et al, 2014).  Instead, they interact to create an 
emotional experience or episode which Moors (2009, p.626) describes as “anything 
starting from the stimulus to the later components or the immediate consequences 
of the emotion”.  As this study is concerned with the subjective experience and 
social construction of an RPIW, the components that relate to the physiological 
bodily changes (motor and somatic components) aspect of emotional experience 
will not be considered.  Instead, the primary focus will be on the subjective 
experience (feeling component) related to the RPIW to address the first research 
objective: 
 
‘To reveal the emotional experiences of participating in an RPIW’ 
 
This primary focus on subjective experience will be supported by a secondary focus 
on the cognitive components to analyse the social construction of the RPIW.  For 
example, what RPIW participants thought about their individual or collective 
situation (cognitive appraisal) and how that may have shaped their subjective 
experience; how they were motivated to act or think in response to the situation, 
others and their emotion (thought-action tendency); and how they reacted to, 
regulated or coped with their situation, others and their emotion (response to 
emotion).  This secondary focus will support the analysis related to the second and 
third research objectives: 
 
 ‘To identify what aspects of an RPIW evoke emotional responses’ 
 
 ‘To explore how individual’s emotional experience influences the 
 RPIW process’ 
 
The coding framework was therefore informed by the components of emotion that 
are subjective (feeling) and cognitive (thought-action tendency and response to 
emotion). 
4.12.1.5 Emotion words 
As the coding framework was to be applied to words (i.e. data derived from 
interviews with RPIW participants), it was important to consider the relationship 
between emotional experience and the expression of that experience through the 
use of words.  This was to facilitate the identification of an emotional episode.  As 
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such, as well as the components of emotion informing the development of the 
coding framework, the notion of emotion words was also an important consideration. 
It is suggested that experiences of emotion emerge at the level of psychological 
description (Barrett et al, 2007) that can only be accessed by asking the individual to 
report on the nature of their experience (Scherer, 2005).  Therefore, to know what 
the emotional experience of an RPIW feels like it was necessary to ask people what 
they experienced.   Barrett et al (2007, p.377) state that:  
 
“To say that a person is consciously experiencing emotion is to say that he 
or she has a mental representation of emotion: past feelings (memories), 
hypothetical feelings (imaginings), or feelings that are occurring in the 
moment” 
 
Emotion words such as happiness, sadness, pride, love, anger, fear and so on, are 
proposed to be language references of those mental representations of emotion 
(Russell, 2003; Sabini and Silver, 2005).  They are not entities but rather they 
demarcate mental representations that constitute feelings of pleasure or displeasure 
and socially situated conceptualisations of emotion (Barrett et al, 2007; Barrett 
2006a, Russell, 2003; Sabini and Silver 2005).  In this sense, emotion words are a 
construct of the human mind, not an entity to be discovered in the physical world 
(Barrett, 2006a).  This view of emotion words holds congruence with the 
philosophical perspectives informing this study. 
 
In terms of providing a name for emotions, a review of studies into observable 
emotional states (facial expressions) suggest that there are six basic human 
emotions: happiness, sadness, surprise, fear, anger and disgust (Ekman, Friesen 
and Ellsworth, 1972) although it is recognised that individuals can experience 
emotions without displaying facial expressions and vice versa (Matsumoto, 2009).  
More recently, this list of emotions has been expanded to include additional 
adjectives related to bodily states (physical stimulation) associated with emotion and 
include anxiety, love, depression, contempt, pride, shame, envy, relief, contentment 
and interest (Nummenmaa et al, 2014). 
 
These lists only represent the motor and somatic responses of emotion.  Given that 
emotion words are verbal representations of a construct of the human mind, it may 
be assumed that additional emotion words may develop as contemporary subjective 
theories of emotion are explored.  As Young et al (2016) highlight, the ability to 
conceptualise and express one’s own affective state becomes increasingly 
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sophisticated from childhood into adulthood.  Thus, participants may have provided 
a range of expressions or nuances to describe their emotional experience of the 
RPIW.  Prototypical emotion words served as a guide for examples of emotion 
words to look for, but additional emotion words (not identified in prototypical lists) 
that were used by participants, or indeed inferences of emotion, needed to be 
explored.  This raises the question as to how a previously unidentified emotion 
word, or an inference of emotion may be identified.  The proposition of emotion ‘core 
affect’ provided some guidance in this regard. 
4.12.1.6 Emotion core affect 
Several emotion theorists have argued that emotion has positive and negative 
aspects (Moors, 2009).  Indeed, there is widespread and accumulating evidence 
that mental representation of emotions have pleasure or displeasure at their core 
(Barrett et al, 2007).  They are termed ‘core affect’ because the capacity to 
experience pleasure and displeasure is universal to all humans (Russell and Barrett, 
1999).  People are able to give an account of pleasant and unpleasant feelings and 
appraise their situation as helpful or harmful, rewarding or threatening (Barrett, 
2006b).  This notion of ‘core affect’ of emotion has the potential to facilitate 
recognition of the feeling component of emotion (directly or implied) within the 
dataset.  As Moors (2009, p.630) states:  
 
“…emotion theorists have different definitions of emotion. They are thus 
likely to disagree about the to-be-explained characteristics of emotion. One 
way to escape from this impasse is to look for very general characteristics 
that all or most emotion theorists would agree on…at the very least, emotion 
theorists agree that an emotion (as many other natural and artificial 
phenomena) has quantity and quality. The quantity aspect refers to the 
intensity of an emotion and varies from no intensity (and hence no emotion) 
to very high intensity. The quality aspect, in a broad sense, refers to the 
valence (positive/negative) of an emotion, and, in a narrow sense, to specific 
emotions such as anger, fear, sadness, and joy (to name just a few)” 
 
These intensity and valance aspects of emotion are evident in several contemporary 
multidimensional models of emotion. 
4.12.1.7 Multidimensional models of emotion 
In contrast to the traditional and dominant objectivist, natural science view of 
emotion (Posner, Russell and Peterson, 2008), multidimensional models represent 
contemporary views that emotional experience is subjective.  Emotions are 
 146 
considered as lacking discrete borders that would clearly differentiate one emotion 
from another (Russell and Fehr, 1994) and are in fact multi-dimensional and highly 
interrelated (Watson et al, 1999).  Examples of multi-dimensional emotion models 
that consider the complexity of emotion include the ‘Affective Circumplex’ (Lindquist, 
2014) as illustrated in Figure 4.9, and the Geneva Emotion Wheel (University of 
Geneva, 2017), as illustrated in Figure 4.10; the latter being used as a self-report 
tool for research participants.  In both circumplex models, the valance core affect of 
emotion is represented along the horizontal axis and the intensity core affect along 
the vertical axis.  Figure 4.11 then provides an example of emotion words as applied 
to circumplex models (Scherer, 2005). 
 
 
Figure 4.9 Affective Circumplex. Source: Lindquist, 2014, p.404
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Figure 4.10 Geneva Emotion Wheel (University of Geneva, 2017) 
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Figure 4.11 Circumplex model with emotion words (Scherer, 2005) 
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As discussed previously, prototypical emotion words informed the application of the 
coding framework as possible, but not exhaustive, examples of mental 
representations of emotion.  In situations where participants described feelings 
without the use of emotion words, inferences of emotion were guided through the 
use of the multidimensional models of emotion.  The reason for this choice is that 
these circumplex models are informed by contemporary subjective and interpretive 
views of emotion, based on the epistemological perspective of constructionism 
(Lindquist, 2014).  This holds congruence with the philosophical position adopted in 
this study and the corresponding phenomenological, cognitive and social theories of 
emotion.  They provide a means of how emotional experience may be inferred from 
the data where emotion words are not used by participants.  For example, where the 
participant may share an experience that they felt was positive and/or conducive to 
their needs or wants (valance), or where they describe levels of arousal (intensity).  
This method provides some transparency in the extraction of meaning from the 
data. 
 
I recognise, however, that the development and application of the coding framework 
is based on some core assumptions.  First, that emotion is a conscious 
phenomenon.  Second, that is accessible to others through language.  And third, 
that individuals provide an honest account of their emotions and reason for their 
emotions. 
 
The coding framework that was developed at the first step of TNA is presented in 
the next section. 
4.12.1.8 The coding framework 
The coding framework, developed for the purpose of identifying emotional episodes 
from within the data, and to subsequently segment the text into meaningful and 
manageable text segments, is presented in Table 4.18.  As well as being the first 
step in TNA, it was imperative to provide a clear framework around the concept of 
emotion to ensure the process of formal coding was unambiguous and transparent, 
therefore supporting rigour and trustworthiness of the study.
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Table 4.18 Coding framework 
 
Component 
of emotion 
Specific 
factor 
related to 
component  
Definition How to apply to the dataset 
Identifying an emotional episode: a short-term feeling (that is not tactile perception) that can be attributed to a clear cause/reason 
Feeling 
component 
of emotion  
Subjective 
experience  
The affective state or feeling that 
shapes the private experience; 
typically recognised as feeling happy, 
sad, angry, fearful, and so on 
Instances of language related to feeling e.g. ‘I feel’, ‘I felt’ 
Emotion 
words 
Language references of the mental 
representations of emotion 
Direct use of an emotion word 
Valence An account of positive/pleasant or 
negative feelings/unpleasant feelings 
Participants sharing an experience they describe as being 
positive or negative; pleasant or unpleasant; helpful or harmful; 
rewarding or threatening, that suggests an affective state or 
feeling was invoked. For example, ‘it was awful’ (inferring 
negative feelings), ‘we did really well’ (inferring positive feelings) 
A situation regarded as being positive 
or negative, helpful or harmful, 
rewarding or threatening 
Intensity The intensity of an emotion from no 
emotion to high intensity; the level of 
arousal from passive/calm to 
active/aroused 
Participants sharing an experience they describe, as a high or 
low activation state in terms of the intensity of an emotion or 
level of arousal 
Cognitive 
component 
of emotion 
Cognitive 
appraisal 
A person’s mental assessment of the 
personal meaning of their current 
situation 
Participants sharing their thoughts about what a situation meant 
to them personally 
Thought-
action 
tendency 
The motivation or urge to think or act 
(behave) in certain ways 
Participants sharing how they wanted to think or behave in 
response to the situation 
Response 
to emotion 
How people regulate, react to, or cope 
with their emotion or the situation that 
triggered it 
Participants sharing how they regulated their emotion or reacted 
to/coped with the situation 
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Development of the coding framework, which is step 1a of TNA, has now been 
detailed.  The next procedural step of TNA, step 1b, was to dissect the text 
(interview transcripts) into segments using the coding framework.  This data 
reduction process allows the researcher to engage with and make sense of a large 
volume of data in a way that communicates the essence of what the data can reveal 
(Patton, 2015).  The application of the coding framework will now be presented 
which includes illustrative examples of the process. 
 
4.12.2 Step 1b: Dissect text into segments using the coding framework 
The coding framework was applied to each interview transcript, one by one, to 
identify text that related to the ‘feeling’ or ‘cognitive’ components of emotion.  For 
prototypical emotion words this was straightforward.  For example, one participant 
stated: 
 
“I’m really very disappointed” (Tr1: 30) 
 
This was a clear language reference to the mental representation of her feeling of 
disappointment.  For inferences of emotion, the coding framework was key to 
ensure accuracy and consistency in the identification of emotional episodes.  For 
example, the term ‘I feel’ was frequently used by participants and could infer 
‘feelings’.  However, ‘I feel’ was a term occasionally used to articulate thoughts such 
as ‘I think’ or ‘in my opinion’.  By referring to the feeling component of emotion, in 
particular ‘subjective experience’, text was appropriately selected in relation to 
subjective experience of the RPIW.  For example, by using the coding framework to 
identify whether text related to an emotional episode or not: 
 
“I felt that I was stepping into the unknown” (Wa1:125)  
 
was interpreted as a subjective feeling component of emotion (apprehension), 
whereas: 
 
“I feel that yes we have some measure we can prove” (O1:415)  
 
was not, as this was the participant expressing an opinion. 
 
The process of segmenting text also served to formalise the early ‘noticings’ (as 
discussed in section 4.10.4) and emergence of emotion as a salient issue.  That is, 
as the coding framework was applied, it became ever more apparent that 
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participants were indeed sharing emotional experiences.  The early ‘noticings’ of 
emotion were therefore supported by this more formal analysis.  The process also 
ensured the entire text was considered as part of this stage of data analysis.  
Without the systematic application of the coding framework there was a risk that 
data may disregarded or missed.  For example, without identification of the different 
components of emotion, only explicit reference to emotion (such as an emotion 
word) may have been extracted as relevant data.  Inferences of emotion, as 
identified by ‘valence’ or ‘cognitive appraisal’, could potentially be missed without 
the use of the coding framework.  An example of this relates to something a 
participant said after a patient shared their personal story during the RPIW 
workshop: 
 
“It was really key that we got a, a, a patient that ‘cos that's always very 
powerful to everybody it makes people kind of sit up and think ‘actually yeah 
this is why we’re doing it’ we’re not doing it just to save money or to free up a 
band five from doing this.  It's about those kind of, it’s getting back to the 
nitty-gritty really which is that, what we’re here for, for the patient” (P1:484-
487) 
 
On first reading, this quote was not identified as an emotional episode.  However, on 
reading the quote in the context of using the coding framework, the participant is 
clearly sharing an experience they describe as being positive and rewarding 
(valence).  The stimulus (a patient’s story) triggered feelings of validation through 
the reminder that she was undertaking meaningful work (cognitive appraisal). 
 
As each text segment was identified as an emotional episode, it was extracted into a 
table.  An emotion code was formulated to represent the emotional episode from 
that text segment, and the participant’s reasoning for feeling that emotion.  The 
information was tabulated as illustrated in Table 4.19.
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Table 4.19 Dissecting text using coding framework - example 
Quote 
Direct quote as the segment of text 
Data 
source 
Location 
of quote 
within 
interview 
transcript 
Component 
of emotion 
As defined 
by coding 
framework 
Emotion code 
Formulated to 
represent the 
emotional episode 
Cause of emotional 
experience 
Participant’s reasoning for 
feeling that emotion 
“You think ‘oh my god we’ll never do this’” We3:163-
164 
Valence Feeling pessimistic The prospect of being able to 
successfully complete Lean 
Leader training 
“You realise that everyone was sat around the table was in 
the same boat, it was all new to them” 
We3:162-
164 
Cognitive 
appraisal 
 
Not feeling alone 
Reassured 
Realisation that other 
trainees were in the same 
situation 
“If they’re giving me five days out of my job they must think 
that I’m worth being part of this team is kind of that feeling 
of being invested in… it’s that value isn’t it, to being 
considered a valuable member of the team to go and be 
part of it” 
P2:184-
187 
Cognitive 
appraisal 
Feeling valued 
Feeling invested in 
Self-worth 
Feeling a part of 
something 
Belonging 
Being invited to join the 
RPIW team 
“You go through that panic, ‘right can I give it the 
commitment it needs’ and once I got over that panic then yes, 
I was really pleased to do it” 
Wa2:17-
18 
Emotion 
words 
Panic  
 
 
 
Pleased  
The prospect of being able to 
commit the time to Lean 
Leader training 
 
Reaching a decision about 
being able to commit the time 
to Lean Leader Training 
“I found it a little bit daunting that I didn’t know anything and 
then I’d been put down to do the training I was like ‘Ooooo, I 
don’t know if I can do this!’. You know, but you always you 
always self-doubt sometimes” 
We1:47-
49 
Valence 
 
Cognitive 
appraisal 
Feeling daunted  
 
Self-doubt  
The prospect of being able to 
successfully complete Lean 
Leader training 
“I’ve always been so kind of passionate about getting an IV 
antibiotic service up and running” 
P3:54-55 Emotion 
word 
Passionate A long-held personal desire 
for the new service 
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Quote 
Direct quote as the segment of text 
Data 
source 
Location 
of quote 
within 
interview 
transcript 
Component 
of emotion 
As defined 
by coding 
framework 
Emotion code 
Formulated to 
represent the 
emotional episode 
Cause of emotional 
experience 
Participant’s reasoning for 
feeling that emotion 
“From the start, you know, it’s the unknown.  You’re a bit 
nervous.  You’re a bit apprehensive, ‘well can I do this?’ 
because you always question yourself don’t you so you’re 
apprehensive, it’s a new thing.  You want to do alright.  I 
mean me, I want to do well in everything I do so you’re 
frightened of failure” 
We3:158-
161 
Valence 
 
Cognitive 
appraisal 
 
Emotion 
word 
Feeling apprehensive 
 
Self-doubt 
 
Nervous 
Apprehensive 
Fear 
Leading an RPIW workshop 
for the first time and not 
knowing what to expect and 
feeling fearful of failure 
“I felt quite valued” To1:220 Subjective 
experience 
Feeling valued The reaction of fellow 
participants to his input 
“It’s quite intense and it’s it’s driven so you’ve got to be 
continually working” 
Th2:83-84 Intensity Intense (high arousal) 
Driven (high arousal) 
The continual action-focused 
nature of the RPIW workshop 
“It’s a very fast paced, erm, and the last one I did I was a 
Workshop Lead which, yeah, you know, at times you’re 
thinking ‘how on earth do they do this all the time? How on 
earth’ ‘cos you’re talking about one thing but you’re 
having to prepare in your head about the next thing 
that’s coming up.  There’s no like 5 minutes between saying 
like ‘let me just prepare mentally for that and…’ and it isn’t.  
It’s very fast moving” 
Wa3:168-
173 
Intensity 
 
 
Cognitive 
appraisal 
 
Fast-paced (high 
arousal) 
 
Struggle to manage the 
demands of the role 
 
Personal effort 
The continual action-focused 
nature of the RPIW workshop 
“I'm hugely immensely proud that we all stood up there for 
the Report Out and I think we achieved so much” 
P1:386-
387 
Emotion 
word 
Proud Representing the 
achievements of the RPIW 
team 
“They’ll do what they’ve been asked to do and they’ll do it.  I 
have no doubts about that…I don’t think anything’s 
gonna stop the momentum” 
A1:301-
304 
Valence Feeling confident 
 
Thinking about the future 
success of the RPIW in that 
the new service will be 
implemented 
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Quote 
Direct quote as the segment of text 
Data 
source 
Location 
of quote 
within 
interview 
transcript 
Component 
of emotion 
As defined 
by coding 
framework 
Emotion code 
Formulated to 
represent the 
emotional episode 
Cause of emotional 
experience 
Participant’s reasoning for 
feeling that emotion 
“Very excited about it starting… there’s an upbeat feel for 
the future” 
O2:208-
209 
Emotion 
word 
 
Subjective 
experience 
Excited 
 
Feeling optimistic 
Thinking about the new 
service starting 
 
Thinking about the future 
“You’re so dependent on like the wider audience…you want 
it started…we’ve done all the hard work, let’s put it into 
practice and you worry that the longer it takes people’s 
enthusiasm wanes a little bit ‘cos it’s dragging on too long” 
Th2:51-55 Valence 
 
 
Emotion 
word 
Feeling frustrated 
Feeling impatient 
 
Worry 
Relying on others out-with 
the RPIW team to implement 
what the RPIW team had 
worked on during the 
workshop 
“I know that we haven’t implemented our RPIW yet but I do 
feel that the success of how it went with the little data we 
had, and the outcomes at the end of that week were 
amazing and I think for me and Wanda to be a part of that 
was just excellent, you know, and I think it’s still getting 
talked about in the organisation and to have your name tied 
to something like that, you feel quite honoured to be a part 
of that” 
We2: 54-
58 
Emotion 
word 
 
Intensity 
 
Subjective 
experience 
Honoured 
 
Thrilled (high arousal) 
 
Feeling proud 
Missing the go live date  
 
The outcomes achieved 
during the RPIW workshop 
preparation period and the 
RPIW workshop 
 
Others talking about the 
RPIW after the RPIW 
workshop and being 
recognised as being part of 
that RPIW 
“It’s done wonders for my confidence” Wa3:147 Cognitive 
appraisal 
Self-confidence Reflecting on participating in 
the RPIW as a Workshop 
Leader and the personal 
impact it has had 
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Quote 
Direct quote as the segment of text 
Data 
source 
Location 
of quote 
within 
interview 
transcript 
Component 
of emotion 
As defined 
by coding 
framework 
Emotion code 
Formulated to 
represent the 
emotional episode 
Cause of emotional 
experience 
Participant’s reasoning for 
feeling that emotion 
“Never been involved in this type of workshop, but with this 
amount of hours were really, as clinician, gave to this project, 
nothing really came so it is disappointment” 
Tr1:63-64 Cognitive 
appraisal 
 
Emotion 
word 
Waste of personal time 
Feeling aggrieved 
 
Disappointed 
The amount of time she 
invested into the RPIW and 
not securing agreement to 
employ an additional 
respiratory physiotherapist  
“Knowing that it’s being talked about in the organisation 
so you know that it’s, that it is there and people want to know 
about it so you have to move it on because there’s an 
expectation” 
P3:112-
115 
Valence  Feeling anxious Scrutiny of the RPIW from 
colleagues in the 
organisation and having 
action or progress to share 
with them 
“The week after I went straight back into my secondment role 
and I was exhausted… I’m still tired…I’m mentally tired as 
well” 
We1:402-
405 
Intensity Exhausted (low arousal) The personal effort required 
to lead the RPIW workshop 
“Once it comes to an end you have the Report Out, you’re 
there as a point of contact if anybody needs any advice or 
anything but you’re not involved in it. It’s over to the 
Process Owner…in essence you walk away from it” 
Wa3:216-
223 
Cognitive 
appraisal 
Detachment The end of her involvement 
in the RPIW and fulfilling her 
RPIW role requirements 
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4.13 Step 2: Identify themes 
The next task was to extract salient, common or significant themes from the coded 
text segments (Attride-Stirling, 2001).  Themes represent important concepts in the 
data (Gibson and Brown, 2009) and are constructed by the researcher (Braun and 
Clarke, 2006).  As such, they are a matter of judgment and can depend upon who is 
doing the judging (Patton, 2015).  It was important, therefore, to ensure the research 
objectives remained central in guiding the judgments made.  Revisiting the original 
transcripts was an important part of this process in order to place the quote or text 
segment into context; either in relation to the question the participant was asked, or 
additional issues the participant discussed around that segment to ensure the 
interpretation was made in context.  This helped maintain fidelity to the participants’ 
experiences and perspectives (Ravitch and Mittenfelner-Carl, 2016). 
 
4.13.1 Step 2a: Abstract themes from the coded text segments 
To identify and abstract themes from the coded text segments, related or similar 
coded segments were grouped together.  This process was facilitated with the use 
of coloured pens to highlight related text segments and then cutting paper copies of 
those text segments to organise them into related groups.  Themes were abstracted 
from grouped text segments.  The information was tabulated as illustrated in Table 
4.20.
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Table 4.20 Abstracting themes from coded text segments – example 
Quote 
All text segments related to a common theme were grouped 
together 
Emotion code 
(step 1b) 
All emotion codes related 
to those text segments 
were grouped together 
Cause of emotional 
experience 
(issues discussed) 
Participants’ reasoning for 
feeling that emotion, related 
to those text segments were 
grouped together 
Themes identified 
(step 2a) 
The common theme 
that bound those text 
segments together 
was identified 
“I believe that I should be asked and I was asked”  
“I was asked as an afterthought.  It was only when I 
was talking to the leads…it was just a general 
conversation and when she mentioned what it was, I 
remember saying ‘well don’t you think I should’ve 
been involved as front-of-house, this is where the 
people come?’…so it was really an afterthought as 
opposed to you know, let’s get people round.  I think 
specific people were there, but I just jumped in” 
“If they’re giving me five days out of my job they must 
think that I’m worth being part of this team…is kind of 
that feeling of being invested in…it’s that value isn’t it, 
to being considered a valuable member of the team to 
go and be part of it” 
“It would’ve been nice to be there for…the first day when 
everything was explained ‘cos I think I missed that with 
joining a little bit later” 
“I’d have liked to have known that it was happening so 
that I could have prepared a little bit more” 
“I felt at the time not particularly useful” 
“I would’ve liked to have been confident that I was 
right” 
“That could be quite a daunting experience for them 
and and would be needed guiding, through the process 
Gratified 
Given right to join the 
RPIW 
Disgruntled 
Affronted 
Drove action of self-
invitation to RPIW 
Feeling valued 
Feeling invested in 
Self-worth 
Feeling a part of 
something 
Belonging 
Feeling disadvantaged 
Feeling unprepared 
Feeling useless 
Not feeling confident 
Feeling confident 
Role identity 
Being invited to join the 
RPIW team 
 
Not being invited to join the 
RPIW team 
 
Being invited to the RPIW 
at short notice 
 
Not being able to provide 
the required information at 
that time 
 
Unexpected participant’s 
joining the workshop 
People expect to be 
invited to the RPIW  
 
Being invited to the 
RPIW makes people 
feel valued 
 
Planned invitation to 
the RPIW is 
important 
 159 
Quote 
All text segments related to a common theme were grouped 
together 
Emotion code 
(step 1b) 
All emotion codes related 
to those text segments 
were grouped together 
Cause of emotional 
experience 
(issues discussed) 
Participants’ reasoning for 
feeling that emotion, related 
to those text segments were 
grouped together 
Themes identified 
(step 2a) 
The common theme 
that bound those text 
segments together 
was identified 
by whoever was in the room…but I had the 
confidence to deal with it” 
“It seemed to be the ideal opportunity to to get the new 
service up and running” 
“It seemed to me an ideal opportunity” 
“This was opportunity in this workshop to expand, to 
fulfil, to develop all service for bronchiectatic patient” 
“It was too good an opportunity to miss really and I think 
it’s probably the best way ever would have got it” 
Feeling optimistic 
Feeling hopeful 
Feeling pleased 
The RPIW offering an 
opportunity to set up the 
new service  
 
The RPIW offering an 
opportunity to develop 
services for patients with 
bronchiectasis in line with 
NICE guidelines 
 
The RPIW offering an 
opportunity to set up the 
new service and how well 
the RPIW workshop went 
The RPIW is an 
opportunity to realise 
desires 
“A Process Owner who, again, is as enthusiastic and as 
passionate” 
“I’ve always been so kind of passionate about getting an 
IV antibiotic service up and running” 
“It’s that passion that drives it” 
“There was a lot of passion there” 
 
Enthusiastic 
Passionate 
Desire for the new 
service 
Shared desire 
Passion 
A long-held personal 
desire for the new service 
 
Observing the desire for 
the new service 
 
The shared desire for the 
new service 
People felt 
passionate about the 
RPIW 
“Once this is a success because we can’t let it fail 
it’s then what do we do? How do we roll it out?” 
Feeling anxious 
Feeling apprehensive 
Thinking about potential 
failure of the RPIW  
RPIW participants 
fear failure 
 160 
Quote 
All text segments related to a common theme were grouped 
together 
Emotion code 
(step 1b) 
All emotion codes related 
to those text segments 
were grouped together 
Cause of emotional 
experience 
(issues discussed) 
Participants’ reasoning for 
feeling that emotion, related 
to those text segments were 
grouped together 
Themes identified 
(step 2a) 
The common theme 
that bound those text 
segments together 
was identified 
“You’re a bit apprehensive, ‘well can I do this?’ 
because you always question yourself don’t you so.  
You’re apprehensive, it’s a new thing.  You want to do 
alright.  I mean me, I want to do well in everything I do 
so you’re frightened of failure” 
“How’s Tuesday going to look, how’s Wednesday 
going to look and I'm very much kind of… just go with 
the flow Polly, go with the flow, go with the flow” 
“It got to a point where me and Wanda didn’t dare go 
home in case we’d forgotten something for the next 
day” 
“You wanna be as prepared and as professional as 
you possibly can be, erm, ‘cos there’s always the 
elephant in the room” 
“The night before we would agree what the next day’s 
agenda was and you’d come in that day, fingers 
crossed that you understood it enough and that you 
could deliver it” 
“No-one wants to be deemed as ‘oh they let us 
down and you know cost us money and it hasn’t even, 
you know flourished or anything’” 
“It’s a nervous thing” 
“We'd look pretty daft if we, er, there was an 
appropriate patient and we couldn’t offer the service” 
“We’ve had to come back with something otherwise 
you look a bit silly” 
Self-doubt 
Nervous 
Apprehensive 
Fear 
Feeling stressed 
Self-talk to calm 
oneself down 
Feeling pressure 
Feeling fearful 
Feeling responsible 
Feeling determined 
Personal learning 
 
Leading an RPIW 
workshop for the first time 
and not knowing what to 
expect fearing failure 
 
Wanting the RPIW to be a 
success and know exactly 
what was going to happen 
each day 
 
Not delivering what was 
expected of her in her role  
 
The financial investment 
into and success of the 
RPIW  
 
The new service being set 
up 
 
Changing current service 
provision from hospital to 
community-based care 
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Quote 
All text segments related to a common theme were grouped 
together 
Emotion code 
(step 1b) 
All emotion codes related 
to those text segments 
were grouped together 
Cause of emotional 
experience 
(issues discussed) 
Participants’ reasoning for 
feeling that emotion, related 
to those text segments were 
grouped together 
Themes identified 
(step 2a) 
The common theme 
that bound those text 
segments together 
was identified 
“What if it doesn’t work, what if something happens” Not having the service 
ready for the first patient 
 
The new service being 
safe and adhering to 
clinical guidelines 
“Never been involved in this type of workshop, but with 
this amount of hours were really, as clinician, gave to 
this project, nothing really came so it is 
disappointment” 
“I just hope we get patients through so we can see the, 
you know, the results of our everyone’s hard work” 
“You’ve got to feel a bit of ‘what a waste of time’” 
“What a waste of time, what a waste of time of 
everybody’s energy.  All that work we’ve put in and 
then it’s just gonna stop with the word stop” 
“At the time you do it because it’s a worthwhile cause 
and you’ve done the right thing.  Then to find out it’s all 
gonna stop, you think….and all that money round the 
table, all those experienced expensive people round the 
table, what a waste of money” 
“I would say sad and then annoyed” 
“It’s frustrating” 
“Disappointed and I also felt disappointed for the 
people who hadn’t yet go through that process because 
you do put a lot of work effort into it, you know, we 
Waste of personal time 
Feeling aggrieved 
Disappointed 
Feeling pressured 
Feeling annoyed 
Sad 
Annoyed 
Frustrated 
Feeling saddened 
Feeling shocked 
 
The amount of time she 
invested into the RPIW 
and not securing 
agreement to employ an 
additional respiratory 
physiotherapist 
 
Patients being referred 
into the new service and 
demonstrating the impact 
of the RPIW participants 
hard work 
 
The suspension of the 
RPIW and the waste of 
her and her colleagues 
time 
 
A return on 
investment of time 
and effort is 
expected 
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Quote 
All text segments related to a common theme were grouped 
together 
Emotion code 
(step 1b) 
All emotion codes related 
to those text segments 
were grouped together 
Cause of emotional 
experience 
(issues discussed) 
Participants’ reasoning for 
feeling that emotion, related 
to those text segments were 
grouped together 
Themes identified 
(step 2a) 
The common theme 
that bound those text 
segments together 
was identified 
actually attended the days but there was homework to 
do as well so a lot of us were doing stuff at home and 
all that and, and I think it’s a shame” 
“We committed to it, we were told we had to commit to 
it and then it’s pulled beneath our feet” 
The suspension of the 
RPIW and the waste of 
resources invested 
 
The suspension of the 
RPIW 
 
The effort she put into the 
RPIW and Lean Leader 
training 
 
The suspension of RPIWs 
and her personal 
commitment to Lean 
Leader training 
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4.13.2 Step 2b: Refine the themes 
The themes identified in Step 2a were reviewed and refined to create themes that 
were discrete and non-repetitive but still broad enough to capture the range of 
concepts spanning text segments (Attride-Stirling, 2001).  This reduced the data into 
a manageable set of themes that succinctly summarised the text segments.  The 
process involved re-reading the original interview transcripts to determine if the 
themes accurately reflected the data (Braun and Clarke, 2006) and checking the 
interpretations made, looking for alternative explanations or misinterpretations 
(Ravitch and Mittenfelner-Carl, 2016).  This was not a single-step or linear process.  
As data was read and re-read and multiple data sources (interview and observation 
data) considered to corroborate or counter-argue a particular theme, the themes 
were continually refined until all data sources had been reviewed and it was felt that 
the themes held fidelity to participant’s accounts. 
4.14 Step 3: Constructing the networks 
The next step was to construct a thematic network.  The refined themes created in 
Step 2b were arranged into similar groupings (Step 3a) and articulated as Basic 
themes (step 3b).  As Attride-Stirling (2001, p.392) states, “this is a simple re-
naming of the original set of themes” but is a helpful conceptual division between 
the derivation of original themes and the creation of the thematic network.  The 
Basic themes were organised into similar, coherent groupings with shared issues to 
create Organising themes (step 3c) as illustrated in Table 4.21.  Finally, in light of 
the Basic and Organising themes, a Global theme that encapsulated the main claim 
in relation to the human experience of Lean was created.  
 
The themes were then represented as a non-hierarchical, web-like structure (step 
3e) which was reviewed in light of the original text segments from which they came 
to ensure they accurately reflected the data (step 3f).  This was an important step to 
maintain fidelity to what participants said and check that sweeping inferences had 
not been made (Ravitch and Mittenfelner-Carl, 2016).
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Table 4.21 Basic to Organising themes 
Basic theme 
 
Common issues 
within Basic theme 
Organising 
theme 
Whilst participants were sceptical about Lean, the RPIW was regarded as a tool that would 
guarantee success and was occurring at a serendipitous moment so participants felt hopeful, 
confident, optimistic and excited. 
Pressure to succeed evoked feelings of anxiety and a fear of failure. 
The RPIW experience was tiring but a uniquely positive one that was rewarding and enjoyable, 
evoking feelings of happiness, pride, and a sense of purpose. 
How people feel 
about Lean/RPIWs 
and the IVRPIW 
Emotions 
related to Lean 
and the RPIW 
Being invited to be a part of an RPIW instils a sense of value and self-worth. 
Recognition of personal contribution and personal value to RPIWs is important. 
Participants experience self-doubt in relation to RPIW responsibilities evoking reluctance, 
apprehension and panic. 
Lean Leader training is an enjoyable experience and develops self-confidence. 
How being part of the 
RPIW makes people 
feel  
Emotions 
related to self 
Friendships are formed as part of the RPIW experience and such social bonding is valued in terms 
of mutual support and negating anxiety. 
The RPIW format broke down organisational and professional barriers which facilitated 
relationships, communication and feelings of equality. 
How people feel 
about working with 
others in the RPIW 
Emotions 
related to 
others 
Intrinsic values and passion to improve patient care facilitates engagement with an RPIW. 
The offer of personal benefit and reward facilitates engagement with an RPIW. 
Loss of decision-making power and control evokes anger and threatens engagement with an RPIW. 
Motivators regarding 
buy-in to the RPIW 
Engagement 
with the RPIW 
Participating in Lean Leader training and an RPIW requires significant time commitment. 
Participants struggle to manage competing demands and feel anxious, fearful and guilty for taking 
their attention away from other personal and professional commitments. 
Maintaining momentum of an RPIW requires significant effort, tenacity and perseverance. 
Personal contribution 
and commitment to 
the RPIW and effort 
Physical, 
mental and 
emotional 
effort 
Failure to meet expectations and realise desires evokes feelings of sadness, disappointment and a 
sense of loss. 
Participants feel aggrieved and let down when a return on investment of their commitment, time and 
effort is not realised. 
Scepticism towards RPIWs and Lean is provoked when expectations are not met. 
Expectations and 
feelings when 
expectations are not 
met 
Unmet 
expectations 
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4.15 Steps 4-6: Describe, explore and summarise the thematic network 
The next step was to describe, explore and summarise the thematic network.  This 
is a further level of abstraction in the analytic process aiming to gain a deeper 
meaning of the text (Attride-Stirling, 2001) and encompasses the concept of 
‘abduction’.  Abduction is a strategy within interpretivism that is “concerned with 
explanation and possibly prediction, rather than just description” (Blaikie, 1993, 
p.196).  This was an important strategy to apply to move beyond description of 
RPIW participants’ emotional experience to an exploration of why they felt the way 
they did and construct theories from their everyday accounts of the RPIW by 
“[piecing] together the fragments of meanings that can be gleaned from these 
accounts” (Blaikie, 2007, p.107).  The thematic network was explored for underlying 
patterns and meaning (step 4a and 4b) and the main characteristics of the network 
was identified (step 5) and interpreted (step 6).  By doing this, the coding and 
categorising of text to create organising themes was extended to connecting those 
themes.  Maxwell (2013) describes this analytical approach as ‘connecting 
strategies’ that looks for relationships that connect the data, within context.  As 
described by Attride-Stirling (2001), to aide this process the original interview 
transcripts were read but, this time, specifically in relation to the Global, Organising 
and Basic themes.  The findings from this analysis are detailed in Chapter 6 and 
interpreted in Chapter 7. 
 
I have now detailed the research methods for data collection and analysis.  In view 
of assuring the quality of this study and affirming that the study findings hold fidelity 
to participants’ experiences (Ravitch and Mittenfelner-Carl, 2016), I will now critically 
discuss the rigour of the research methods employed. 
4.16  Rigour and trustworthiness 
Whilst the epistemological foundation on which this study is based not only 
tolerates, but expounds multiple perspectives and, therefore one might argue, a 
degree of ambiguity, I was concerned to demonstrate that my representation, 
interpretation and reporting of the case was accurate.  The notion of accuracy may 
seem counter-intuitive to my philosophical position, but I use the term to mean that 
my interpretations are trustworthy.  In qualitative research, the concept of rigour 
relates to the quality of the research process such that a more rigorous research 
process will result in more trustworthy findings (Saumure and Given, 2008).  It is 
suggested that in the field of healthcare, with its strong tradition of scientific, 
experimental research, qualitative research is criticised for lacking rigour (Mays and 
Pope, 1995).  However, to judge the quality of quantitative and qualitative research 
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by the same criteria is to assume one external, objective reality that, with 
appropriate methods, can come to be known and the one ‘truth’ revealed.  As 
critically argued in section 4.4, the position I hold is that there is no external, 
objective social world.   
 
It is recognised that criteria used to judge quantitative research, with the emphasis 
on reliability and validity, cannot be transferred to the evaluation of qualitative 
research (Cutliffe and McKenna, 1999; Creswell, 2007).  However, others argue that 
these concepts should be retained in an evaluative approach appropriate for 
qualitative research (Maxwell, 2013; Silverman, 2006).  Such debates suggest that 
there is a tension in translating methods that are rooted in objectivity and positivism 
to the subjective and interpretivist nature of qualitative research.  A frequently cited 
approach that is adopted to manage this tension is that proposed by Guba (1981) 
and Lincoln and Guba (1985), which translates the scientific conceptualisation of 
rigour to a naturalistic one (see Table 4.22). 
 
Table 4.22 Aspects of trustworthiness for naturalistic inquiry (Guba,1981) 
Scientific Term Naturalistic Term 
Internal Validity Credibility 
External Validity and Generalisability Transferability 
Reliability Dependability 
Objectivity Confirmability 
  
 
Guba (1981) suggests actions a researcher may take to assure trustworthiness 
which include, for example, prolonged engagement and persistent observation, peer 
debriefing, triangulation, member checks, audit trails, and reflexivity. 
Dependent on the selection of these actions, a predominantly output-orientated or 
process-orientated approach may be adopted, as described by Reynolds et al 
(2011).  An output-orientated approach focuses on demonstrating quality within 
research outputs and a process-orientated approach focusses on principles of good 
practice throughout the research process (see Table 4.23 for examples related to 
these approaches).  Reynold’s et al (2011, p.49) argue that “a solely output-oriented 
approach risks the values of qualitative research becoming skewed towards the 
demands of the positivist paradigm without retaining quality in the substance of the 
research process”.  That is, judging the quality of research on outputs alone fails to 
recognise the process of quality assurance. 
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Table 4.23 Approaches in assessing rigour (Reynolds et al, 2011) 
Output-orientated approach 
Indicators of quality 
Process-orientated approach 
Mechanisms to enact principles of 
quality throughout the research 
process 
  
Triangulation Reflective diary  
Member checking Audit trail of decisions 
Negative case analysis 
Peer review 
Researcher comprehension of and 
engagement with their role in assuring 
quality 
  
 
In view of the interpretivist nature of this study, methods to ensure trustworthiness 
that avoid a skew towards the positivist paradigm were adopted.  This involved 
applying Lincoln and Guba’s (1985) criteria but with a leaning towards process-
orientated approaches.  These methods (summarised in Table 4.24) will now be 
critically discussed in turn. 
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Table 4.24 Summary of actions taken to assure trustworthiness Guba (1981) 
Naturalistic mode to 
deal with 
trustworthiness: 
Process-orientated action taken: To facilitate: 
Prolonged 
engagement 
 
Persistent observation 
 
Longitudinal study; observations 
were made over a one-year period 
and repeated interviews held with 
RPIW participants 
Credibility 
 
Peer debriefing Regular debrief meetings were 
conducted with the supervisory team 
throughout the entire process; from 
designing the inquiry to analysing 
data and reporting findings 
Do member checks Pre-analysis insights were raised and 
explored with RPIW participants 
during repeated interviews  
Purposive sampling Purposeful selection of the RPIW 
participants  
Transferability 
 
Collect thick 
descriptive data 
Comprehensive fieldnotes made and 
in-depth interviews held to collect 
thick descriptive data 
Develop thick 
description 
Thick description of the RPIW case 
developed and was presented in the 
form of a story of the case 
Use overlap methods Both observation and interview 
methods were employed 
Dependability 
 
Leave an audit trail Step-by-step details have been 
provided to describe actions taken 
and rationale for choices made; the 
full raw data-set has also been 
provided 
Do triangulation Interview, observation and document 
data has been triangulated. 
Independent peer assessment of 
codes and themes was also 
undertaken 
Confirmability 
Practice reflexivity Reflective notes have made 
throughout research process  
 
4.16.1 Credibility  
Credibility relates to confidence in the research findings to represent ‘truth’ (Polit 
and Beck, 2014).  Here, the philosophical position one adopts defines the concept of 
‘truth’.  Objectivist epistemology assumes there is a truth external to the 
consciousness of the individual.  Truth is therefore a constant, awaiting discovery by 
an objective observer.  However, as has been argued, I reject objectivism and 
instead adopt a constructivist epistemology.  From a social constructivist view, there 
are multiple co-constructed realities so there are multiple co-constructed truths.  An 
exact representation, or one true notion, of the RPIW participant’s social reality is 
nonsensical. 
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To address credibility in the context of multiple truths, the actions recommended by 
Guba (1981) of prolonged engagement, persistent observation, peer debriefing and 
member checks were undertaken.  Prolonged engagement with participants was 
achieved though repeated, in-depth interviews and persistent observation through 
observing all formal RPIW activities over a one-year period.  Reynolds (2011) 
categorises peer debriefing as a quality assurance output.  Regular discussions 
were held with the supervisory team throughout the research process.  These 
discussions were critical in nature as informal analytical insights gained were 
questioned and challenged.  For example, where pre-analysis insights emerged, I 
was questioned on the origin of those and on other possible interpretations.  This 
critical peer review process then informed issues which were raised with participants 
in subsequent interviews, as a form of member checking. 
 
Member checking, also referred to as member validation (Seale, 1999), involves 
asking participants to evaluate the accuracy of the researcher’s interpretations; that 
the researcher’s understanding corresponds with those from whom the data was 
derived (Bloor, 1997; Sandelowski, 2008).  Guba (1981, p.85) states that member 
checks are “the single most important action inquirers can take, for it goes to the 
heart of the credibility criterion” and defines the action as “testing the overall report 
or case study with source groups before casting it into final form” (Guba, 1981, 
p.86).  This output-orientated method of member checking is limited as participants 
are being presented with a product, a re-constructed reality, without access to the 
process by which the interpretations were derived.  Indeed, Bryman (2008) claims 
one of the problems with member checking is that researchers adopt an etic view; 
an abstraction of multiple data-sets that includes but goes beyond the participant’s 
perspective. 
 
More importantly, in view of the case in this study being conceptualised as a case 
as made, post-case (after the RPIW has ended) member checks may alter the case 
such that it is no longer the unique case co-constructed through the data collection 
period.  It has been noted that participants may have different goals to the 
researcher during the member check process such as gaining sympathy from the 
researcher, protecting themselves (or others) or rationalising their behaviour 
(Koelsch, 2013).  Following this argument, it is possible that participants may, in 
some circumstances, wish to change what they said.  From a methodological 
perspective, if this form of member checking was adopted, the case may no longer 
be the case that existed at that unique time and place.  From a phenomenological 
perspective, the shared experiences may no longer be the subjective interpretations 
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at that unique time and place.  That is, the case is no longer the case as made.   
Therefore, member checking was adapted as a within-case mechanism.  This 
included offering transcripts to participants after each interview for verification and 
exploring the pre-analysis insights and themes that were identified through mind-
mapping (as discussed in section 4.9.1) in subsequent interviews.  Transcript 
verification and exploration of insights were both conducted with participants within 
the boundaries of the case (during the course of the RPIW), so that researcher 
interpretations could be verified or amended with participants as part of the co-
constructed reality of the case.  This method ensured the process of member 
checking aligned with the conceptualisation of the case in this study. 
 
4.16.2 Dependability  
Dependability relates to consistency and accuracy.  Lincoln and Guba (1985) use 
the term to refer to reliability which, derived from the natural sciences, refers to how 
replicable a study is. That is, if the same study were repeated, the same results 
would be obtained (Seale, 2012).  To apply this approach to qualitative research, 
informed by constructivist epistemology, is problematic as it fails to recognise the 
unique co-construction of meaning between researcher and participant (Denzin, 
2001).  Both through observations and interviews, experiences of the RPIW have 
been shared in an interactive process between myself and the participants to create 
a co-constructed reality and understanding of RPIWs at that time.  To suggest the 
study could be replicated, following the same or similar methods, and create the 
same reality is incongruous to the philosophical foundations of qualitative research 
and is an artificial goal to pursue (Hughes and Sharrock, 1997).   
 
Instead, Seale (1999) suggests that good practice with regards to dependability can 
be achieved by providing as much detail of the processes that led to the 
researcher’s conclusions as is possible.  The mechanisms by which that can be 
achieved is through the provision of an audit trail (Holloway and Wheeler, 2010; 
Connelly, 2016).  Within this thesis, the rationale for research design from stating 
the aim of the study through to the research methods has been critically discussed.  
Additionally, illustrative examples of data analysis have been provided to provide 
transparency of the decision-making processes and demonstrate methodological 
coherence (Morse et al, 2012).  
 
In terms of the study findings (presented in Chapter 6), the origins of inferences 
made about the RPIW case have been made explicit through the use of illustrative 
quotes.  This provides transparency so that others may evaluate this inquiry not as 
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some ‘true’ representation of the RPIW in an objectivist sense, but as a ‘probable’ 
representation of a uniquely constructed social world (Denzin, 2012). 
 
4.16.3 Confirmability 
Confirmability is analogous to objectivity in quantitative research (Connelly, 2016) 
and methods are employed to effectively remove the influences of the researcher.  
The pervasive assumption within arguments of researcher neutrality is that there is 
a single, independent reality which can be known through objective observation.  
Such a philosophical view is incompatible with qualitative research so that 
researcher neutrality cannot be translated to interpretivist-based inquiry.  
Nevertheless, Guba (1981, p.81) translates the notion of neutrality but the concept 
is merely transferred from the researcher to the data: “naturalists shift the burden of 
neutrality from the investigator to the data”.  Given the social constructivist 
foundation on which this study is based, I am unable to reconcile the notion of 
neutrality in the context of criteria for trustworthiness.  I have argued throughout this 
thesis that the social reality of the RPIW has been co-constructed with and between 
participants and myself as the researcher.  To claim neutrality contradicts these 
central arguments. 
 
However, I am concerned that my interpretations of the RPIW experience are 
confirmable within the context of the case (rather than demonstrating post-case 
objectivity).  By this I mean methods have been employed to explore alternative 
data sources to facilitate confirmation or disconfirmation of my interpretations.  
Those data sources are multiple participant perspectives, observations and 
documents derived from the same context, therefore are part of the co-constructed 
reality of the RPIW. 
 
Such an endeavour for qualitative case study is termed ‘triangulation’ (Stake, 2005).  
Figure 4.12 illustrates data triangulation.  The circles represent explicit and implicit 
information from each separate data source.  For interviews, this included explicit 
words said during interviews (actual meaning) or implicit (metaphors used and 
implied meaning).  For observations this included explicit behaviours observed 
(actions such as movement from one room to another) or implicit meaning (body 
language or facial expression).  In relation to documents this included explicit 
information (text on a displayed document) or implicit (responses to the content or 
use of documents).
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Figure 4.12 Triangulation of data 
 
This triangulation of data was not a single step procedure.  As advised by Stake 
(2005) credibility of this case study was developed by thoroughly triangulating the 
descriptive data and interpretation of data on a continual basis (Stake, 2005).  
Rather than following conceptualisations or theories pertaining to Lean, such as 
Scientific Management and adopting a theory-driven inquiry, by being “ever-
reflective”, a commitment to the deliberation of local meanings and their relation to 
context and experience was demonstrated in this data-driven study (Stake, 2005, 
p.449). 
 
The use of reflective notes throughout the study help demonstrate confirmability by 
making explicit these ‘ever-reflective’ interpretive practices throughout the process.  
Furthermore, as Saumure and Given (2008, p.796) claim, “a rigorous qualitative 
study is built on the notion of reflexivity.  Here researchers must account for the fact 
that their presence has some influence on the research findings”.  As declared 
throughout this chapter, social constructionism is the epistemological foundation on 
which this study is based.  Consequently, I have acknowledged the part I play as the 
researcher in constructing the reality of this RPIW. This co-construction, and the 
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notion of reflexivity, is addressed in Chapter 8 where critical consideration of my role 
in influencing and interpreting the case is provided. 
 
To further enhance confirmability, peer review, or triangulation of analysts (Patton, 
2015), was employed.  All codes and themes derived from the data were 
independently assessed by three professional peers (a service improvement 
expert/academic, a healthcare expert/academic and a sociologist) to confirm or 
question the interpretations made.  This included ‘blind’ coding where one peer 
assessment was undertaken without sight of my interpretations.  This critical peer 
review minimised researcher bias and selective perceptions of a single analyst so 
that the research findings held fidelity with participants’ experiences and 
perspectives.  That is not to suggest there is only one true reality of the RPIW that 
was being sought and verified through this process; rather, independent review 
verified the adequacy of the evidence offered in support of the inferences being 
made (Lewis et al, 2014). 
 
4.16.4 Transferability  
Transferability relates to the degree to which the results of qualitative research may 
be generalised, or transferred, to other contexts or settings (Trochim and Donnelly, 
2008).  However, the concept of case study is that the specific, particular and 
bounded ‘one’ is explored.  I have argued that this RPIW is a unique case as made, 
such that knowledge of the RPIW is uniquely constructed through the process of 
inquiry, so in this sense is not transferrable.  This argument may appear 
contradictory to the high-level case study design presented in Table 4.7, p.105 
(Thomas classification) that includes the purpose of the inquiry as being, in part, 
instrumental; that is, to gain insight into an issue to facilitate wider understanding.  
This implies representativeness of this single RPIW case to other RPIWs.  However, 
I do not view generalisation in this positivist sense.  To do so would not be in 
keeping with the social constructionist, interpretivist approach I adopt. 
 
Instead, I consider generalisation to be an inference that the case under study may 
have significance to another case or for another person (Simons, 2015).  The 
important point here is the term ‘significance’.  Only the readers of this thesis or 
related publications can ascertain significance of the findings from this case to their 
own experience and life-world.  I extend the interpretivist approach informing this 
study to the interpretation of the findings as readers construct sense and meaning 
from the text.  Stake (1978) refers to this as ‘naturalistic generalisation’ which 
emphasises expectation rather than prediction: 
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“Naturalistic generalizations develop within a person as a product of 
experience.  They derive from the tacit knowledge of how things are, why 
they are, how people feel about them, and how these things are likely to be 
later or in other places with which this person is familiar.  They seldom take 
the form of predictions but lead regularly to expectation.”  
(Stake, 1978, p.6) 
 
This process of recognising similarities, drawing on tacit knowledge, intuition and 
personal experience (Merriam, 1988) is achieved by providing a “vicarious 
experience” (Stake, 1995, p.86) for the reader.  As such, a rich and detailed 
description of the case has been developed and is presented in Chapter 5.  
4.17 Summary 
A vast range of possibilities are available to the researcher to guide and design their 
inquiry and a voluminous, and sometimes contradictory, lexicon exists in relation to 
the philosophical, theoretical and methodological foundations of research.  This 
chapter has provided clarity on research terminology as applied to this study and the 
philosophical assumptions and theoretical perspective choices made to inform the 
research design.  This has been done on the notion that there is parallelism rather 
than distinct and diametric theoretical perspectives and methodologies.  However, it 
has been the intention to present consistency throughout the arguments regarding 
the philosophical assumptions of a collective idealism ontology and social 
constructionist epistemology.  I have declared an interpretivist theoretical 
perspective to align with these philosophical assumptions and to facilitate a 
humanistic exploration of Lean.  To explore the human experience of an RPIW, 
existential phenomenology and symbolic interactionism were selected for their 
concern with subjective meaning and social meaning in context respectively.   
 
Qualitative case study comprised the methodological approach for conceptual 
reasons related to the bounded nature of an RPIW and for the congruence to the 
aim of this study to explore the human experience Lean and gain an in-depth 
understanding that retains a holistic perspective.  The methods selected to construct 
knowledge of the case were concerned with accessing multiple participant 
perspectives, naturalistic observation and interpretation in context.  They comprised 
non-participant observation of an RPIW, supplemented with RPIW documents, and 
interviews with those who participated, ensuring contextual data was obtained 
through both methods.  Data collection and analysis have occurred in an iterative 
fashion throughout the study with one informing the other.   Thematic Network 
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Analysis was used to identify and explore the inter-relationships between salient 
issues related to the participants’ emotional experience and to support rigour and 
transparency of the analytical process. 
 
The aim of this study has remained consistent throughout, but a data-driven shift 
towards the emotional experience of participants led to the development of focused 
research objectives.  The story of that emotional experience emerged and will be 
now be told.
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Chapter 5 THE STORY OF THE CASE 
5.1 Introduction 
Human experience is central to this study.  As such, in this chapter the reader is 
offered a vicarious experience of the Rapid Process Improvement Workshop 
(RPIW) as experienced by the participants through the telling of the ‘story of the 
case’.  This format also provides an opportunity for naturalistic generalisation and to 
present a holistic case as discussed in Chapter 4. 
 
The chapter will begin with a rationale for telling stories in case study research 
which is followed by a critical discussion around the notion of story-telling in relation 
to this case study.  The process that was followed to develop the RPIW story will be 
clearly explained.  The RPIW story will then be told. 
 
5.2 Story-telling 
Story-telling is regarded as fundamental to case study research to help make sense 
of the case (Simons, 2009; Stake, 1995) and to develop a greater depth of 
understanding of the phenomenon (Tranvag, Synnes and McSherry, 2016; Murray, 
2008).  This latter claim is central to naturalistic generalisation.  By providing 
experience-based narrative, stories of personal experience are brought into being 
(Squire, 2013; Mattingly, 1998).  This was an important task to support the 
humanistic nature of this research; to offer insights into the emotional experience of 
the RPIW and to provide a vicarious experience for the reader (Stake, 1995). 
 
The terms ‘story’ and ‘narrative’ are used interchangeably and narrative in particular 
is ubiquitous in social science and popular discourse (Patterson, 2008).  Despite the 
lack of consistency in terminology, the common features of story or narrative are 
sequential events, each one consequential for the next held together with a ‘plot’ 
that is organised temporally (Patterson, 2008).  The story of the RPIW is presented 
in this format.  That is the sequential order of RPIW events from the first day of the 
workshop to the final Report Out, each event informing the next with the progress 
towards (or away from) the aim of the RPIW as the plot holding the whole story 
together.  However, this story of the RPIW does not entirely convey meaning.  It 
describes the experiences participants identified as being most significant to them 
and their externalised feelings associated with events (recounted within the context 
of a semi-structured interview) which allows the reader to infer something about 
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what it feels like to be in that story world (Mattingly, 1998).  It does not explain what 
those experiences may mean for others beyond naturalistic generalisation. 
Elliot (2005, p.3) considers meaning in his definition of narrative (or story): 
 
 “Narrative (stories) in the human sciences should be defined provisionally 
as discourses with a clear sequential order that connect events in a 
meaningful way for a definite audience and thus offer insights about the 
world and/or people’s experiences of it” [my emphases] 
 
As such, the accounts participants provided about themselves and their experience 
of the RPIW may be defined as first order narrative and a type of evidence at the 
level of the method or the phenomenon under study (Elliot, 2005; Connelly and 
Clandinin, 1999).  That is, the methods of observation and interview provided 
evidence for the story of the case which relates to Thomas’ (2011) typology of this 
case being illustrative as discussed in section 4.7.3.4. 
 
For the participants’ accounts to shape a new perspective and understanding of 
RPIWs, a shift to second-order narrative at the level of methodology is required 
(Elliott, 2005).  That is, abstracting from the data to make inferences that explain 
and provide new insights into RPIWs which relates to Thomas’ (2011) typology of 
this case study being explanatory and instrumental.  It is the role of the researcher 
to analyse and explore these contextual factors within and across the multiple 
accounts obtained to abstract patterns, connections, themes and ultimately the 
meaning of the participants’ RPIW experience (Connelly and Clandinin, 1999).  
Such interpretative co-construction is the strength of story-telling as it brings 
cohesion and meaning to data that would otherwise be disconnected and 
meaningless (Murray, 2008). 
 
5.2.1 Development of the story of the case 
Carter (1993) suggests that the case may be left to tell its own story but Stake 
(2005) argues that this is a risky strategy because the story may reside at the level 
of description only.  As discussed in section 4.15, the process of abduction was 
employed to develop theoretical insights (second-order accounts) from the 
participants’ first-order accounts of their experience of the RPIW (Blaikie, 2007; 
Locke, 2012).    Presenting the participants’ experience of the RPIW as a (second-
order) story was the first step in this abductive process of revealing unreflective and 
tacit meaning (Blaikie, 2007).  To achieve this, Stake (2005) proposes that the 
researcher should decide how best to represent the story of the case. 
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The decision taken in this study was to represent the RPIW as a novelette, defined 
as a ‘short novel’ (Collins English Dictionary, 2019), and is an approach not evident 
elsewhere in the quality improvement or Lean literature in healthcare.  The adoption 
of this unique means of presenting the story of the case was to best provide the 
reader with a vicarious experience.  It was felt that a novelette would engage the 
reader as though they were part of, or closely observing, the RPIW.  To achieve 
this, the RPIW is conceptualised as a journey.  In part, this is to reflect the Trust’s 
transformational change programme (of which this RPIW was a part) being titled 
‘Continuing the Journey’.  More importantly, it is to reflect participants’ accounts.  
They explicitly referred to the RPIW process as a journey.  So, the story is told as 
such. 
 
Participants referred to ‘maps’, ‘getting people on board’, ‘high peaks and low 
troughs’, ‘heading in the right direction’ and ‘driving’.  It was evident that they 
considered the RPIW to be the means to take them where they wanted to go.  It was 
decided, therefore, to conceptualise the RPIW as a vehicle to transport the group as 
their means of travel on their journey.  To reflect the participants’ descriptions of the 
RPIW, the vehicle needed to be one that makes a journey utilising a map, that can 
transport a large group of people, that can be driven, that allows people to get on 
board, and that can manage an undulating terrain.  A bus was considered to meet 
these criteria and also equated to recognised metaphors used in healthcare quality 
improvement literature.  For example, The Institute for Healthcare Improvement 
refer to a key leverage point for quality improvement: “Get the Right Team on the 
Bus” (Reinertsen, Bisognano and Pugh, 2008, p.17). 
 
The participants’ journey begins with a road-trip (the five-day workshop) on the 
RPIW bus and describes key features of the journey.  The names and descriptions 
of the characters involved are based on what participants said about themselves 
and others.  All participants’ interview transcripts were drawn upon to develop the 
story and as such, the views of all participants are included 
 
It should be noted that the story is a product of 19 interviews with transcripts 
totalling approximately 68,000 words and the fieldnotes derived from 36 hours of 
direct observations.  As such, the narrative has been edited to a manageable length 
but with every effort made to ensure all views, opinions, and experiences have been 
captured. 
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For reasons of respect for the participants and for rigour of the study, a central 
concern was to develop both the story of the case in a way that held fidelity with 
participants’ accounts.  The story was therefore developed in parallel with the data 
analysis process, specifically the data organisation process.  As data was organised 
temporally as part of the early, formal data analysis process (as discussed in section 
4.10.3), a chronological, biographical account of the RPIW was created.  As 
suggested by Reismann (2008), this process involved working with a single 
interview at a time.  By undertaking this process in parallel with early data analysis, 
the developing story was continually cross-referenced to the participants direct 
quotes collated as part of text segmentation using the coding framework.  This 
ensured the story being developed accurately reflected participants’ accounts. 
 
This process involved taking each transcript in turn, transposing text from every 
line(s) of the transcript onto a table as illustrated in Table 5.1, thereby ensuring all 
participants views, opinions and experiences were captured.  The process was 
systematically repeated for each interview transcript until an entire chronological 
biographical account for the RPIW was created.  The story gradually formed in this 
way, highlighting participants’ key issues, thoughts, feelings and actions at shared 
points in time.  These were synthesised to form the plot for the novelette.  An 
example of the tabulated form this process entailed is provided in Table 5.1. A key 
to the table is provided below in Box 5.1: 
 
First column The temporal ordering of the RPIW 
or the ‘timeline’ 
Colour coded red for 
ease in identifying 
points in time within a 
long document 
 
Second column  A description of the topic or event 
the participant was discussing 
 
No colour 
Third column The individual participants direct 
quotes about that topic or event 
 
No colour 
Fourth column The source of each direct quote 
(using the coding system described 
in Table 4.15) 
 
No colour 
Merged rows A synthesis of all individual 
accounts (what participants were 
saying) at that point in time. This 
formed the basic plot to develop 
the story of the case 
Colour coded green to 
differentiate the plot 
text from individual 
quotes 
Box 5.1 Key to Table 5.1 (demonstrating development of the story of the case) 
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Table 5.1 Development of the collective story of the case – example 
Timeline Topic What participants were saying  Data source 
Pre-five-
day 
workshop 
   
A brave Chief Executive (CE) led the way to introduce Lean into the organisation. RPIWs were a means of realising targets. 
People were invited to attend the RPIW by various means.  Each had a defined RPIW role. 
 Why Trust 
adopted 
Lean 
CE decision at that time; previous CE didn’t feel it was right for the Trust and was 
put off by cost implications (licence fee) 
Pressure to meet targets – a means of realising them 
CE is brave to commit to Lean – holding self to account, leading from front 
O1:31-35; 
O1:90-4; 
A1:35; A1:130-
34 
 How they 
came to be 
involved 
Process Owner – a ‘throwaway’ comment at RPIW leader training 
Workshop Leaders – part of job had to be RPIW lead certified; RPIW was one of 
two assessed workshops 
Team Member – email on the day, go now 
Team Member – accidently, opportunistic conversation; an afterthought 
RPIW Lead – supporting trainee WLs 
Team Member – invited due to management role within Trust 
Team Member- invited due to clinical role within current service 
P1:412; We1: 
9-12; Wa1:10-
22; To1:9-15 
Th1:10; 
Th2:10; O1:10-
13;  
A1:9-13; 
Tr1:10 
 RPIW role Process owner – overall co-ordination of activities and efforts; keep things ticking 
along, keep everyone on track; pull it all together, drive it through, make it happen 
Workshop Leader1 – facilitate group, ensure everything is in place for five-days 
Team Member – give opinion from Acute perspective 
RPIW Lead – hand-holding, supporting sponsor, Workshop Leaders and Team 
Leaders pre, during and post RPIW; share RPIW activities across Trust, currently 
Senior Management Team/CE targeted but looking to share with all staff; role 
made very clear at beginning and role of sponsor to escalate issues 
 
 
 
 
P1:24-26; 
P2:113; 
We1:30-31; 
Th1:15 
O1:105-8; 
O1:264-272; 
O2:110; 
P2:106-7 
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Expectations were high.  The change had been wanted for a long time 
 Desire for 
the change 
 
 
Intravenous (IV) antibiotics at home has been wanted as a service for many years; 
Been fighting for this for years 
Process Owner working on it for 3 years; teams working on it 2-3 years;  
Community really wanted this to happen; Acute less enthusiastic 
Acute, community and CCG all want it to work; The service is vital 
Frustration nothing had been done about issue before 
Everybody wants it to happen, wants the RPIW to work, this needs to happen; it’s 
been a long time coming 
The community matrons (home team) were thoroughly engaged; very much a ‘yes 
we can’ 
They all wanted it anyway 
The change is a good thing; shortage of beds can be horrendous; Passion for the 
topic; Want to see it work; Hope it’s a massive success 
P1:151; 
P1:370-1 
Tr1:189-190 
P1:394; 
O1:121-2 
We1:233-34; 
We1:266-67; 
Th1:63; 
Th1:100-106; 
Th1:131-7; 
Th1:281; 
Wa1:133: 
Tr1:143-146; 
P1:15; P1:117; 
Th1-86 
Everyone could see the benefits and it was a ‘barn door’ obvious change to make 
 Benefits of 
the change 
to the Trust 
It will benefit both the Trust and the patients 
Removing unnecessary bed usage when there are queues for beds; save trolley 
waits 
It ticks a lot of boxes 
It was such a barn door obvious thing to do…I don’t think it was ever going to be a 
difficult one 
It can be rolled out and could have huge changes 
P1:158; 
Th1:86-
94;Th1:101-
104;Th1:136; 
Th2:19-25; 
Th2:123; 
A1:273; 
P1:156-7 
 Benefits of 
the change 
to the 
patient 
Better health and wellbeing for patients 
Safer care 
Better experience 
 
 
 
 
P1:159; 
We1:270-1;  
Th1:64-5; 
Th1:87-94; 
Th1:87-94 
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So there was buy-in from staff designing the change and those delivering the change.  All were willing to help and be on 
board 
 Buy-in from 
staff 
Everyone (staff) can see the benefits 
Everyone was very helpful; they were all positive; engaged with us; they all knew 
the pathway could be done differently and better so they were all on board 
Interesting that there was no resistance 
Don’t anticipate resistance from Acute nurses because it’s better for the patient 
and will save them work 
P1:161-63; 
Wa1-:04-116; 
To1:69-72; 
Th1:275-
281;Th1:296-
99 
Previous efforts to make the change failed for a number of reasons 
 Previous 
failed 
efforts 
But previous efforts to implement the change failed due to other organisational 
priorities; change not warranted due to lack of potential impact; no-one given the 
time or ownership required to make the change; without RPIW people weren’t on 
same page so it didn’t happen 
Lack of money to finance it 
Due to too few patients requiring IV antibiotics so community nurses lost skills 
This has been done before but never sustained; there were barriers to 
implementation e.g. community separate Trust to Acute 
It shouldn’t have taken so long, it’s not as though it’s new, other hospitals are 
doing it 
A clinician wrote a paper to go to board but he’d been struggling to do this for a 
couple of years; without the RPIW lots of things would never have been addressed 
that needed to be addressed 
P1:6; P1:151-
54; P1:405-
411; P2:136; 
P2:143-5; 
Tr1:190; 
Th1:75-7; 
A1:48-50; 
A1:99-101; 
Wa1:297-303; 
O2-:85-197 
So when the opportunity came about to make the change as part of an RPIW there was great enthusiasm and support 
 Opportunity 
to bring 
about 
change 
It seemed to be the ideal opportunity to get the new service up and running 
It was too good an opportunity to miss  
Everybody was so for it, so positive, so enthusiastic  
They all wanted it 
It was needed and wanted by everyone 
P1:16-17; 
P2:141; 
P1:142; 
Wa1:104 
O2:178 
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Allowing participants to review the content of the novelette may have increased 
rigour of this study as participants confirmed the accuracy of the story.  However, as 
argued in section 4.16.1, member checking was only adopted within the boundaries 
of the RPIW case to align with the conceptualisation of the case as made.  The 
novelette was developed post-case (after the RPIW ended) so was situated outside 
these conceptual boundaries and was therefore not conducive to within-case 
member checking. 
 
5.3 Prologue10  
The story is set within a large National Health Service (NHS) Foundation Trust in 
England (hereafter referred to as Trust X).   Following a review by Monitor, the 
independent regulator for NHS Foundation Trusts, Trust X was found to be in 
breach of its foundation status licence in terms of financial management, board 
governance and infection control.  A cost reduction target of £90.8 million was set.  
A number of strategic measures and a financial recovery programme had been put 
in place to address the issues and to close the financial gap.  This included the 
introduction of a transformational change programme called ‘Continuing the 
Journey’.  The aim of the programme was to increase efficiency, drive out waste and 
improve services, systems and processes to benefit both patients and staff.  Lean 
was adopted as the philosophy behind this transformation programme and the 
programme was operationalised using RPIWs. 
 
The concept of Lean principles was not new to the organisation as staff had 
implemented programmes of change using The Productive Series: Releasing time 
to care™, receiving national recognition for some of this work.  However, RPIWs 
were new to the organisation.  Therefore, to support application of this Lean tool, the 
help of a more experienced neighbouring Trust (hereafter referred to as Trust Y) 
was enlisted.  The Chief Executive of Trust X invested in a one-year licence 
supplied by Trust Y, which provided training for staff to become ‘Lean Certified 
Leaders’ and, therefore, allow them to independently lead RPIWs.  As well as the 
formal training sessions, the licence provided coaching support from qualified Lean 
Certified Leaders from Trust Y; assessment and award of Lean Certified Leader 
                                               
10 The information sourced for the Prologue was partly derived from participants’ accounts 
and partly from Trust Annual Accounts. These documents are publicly available, but they 
have not been referenced to maintain anonymity of the Trust and to protect the identity of the 
participants. 
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status to successful candidates; and access to the resources required to run an 
RPIW (PowerPoint ® slides, guidelines for running an RPIW and associated RPIW 
documentation).  Under licence agreements, this material could not be altered in 
any way.  Staff delivering RPIWs were required to follow the content, structure and 
format provided under the licence. 
 
Trust X established a Lean/Kaizen Promotion Office known as the Corporate RPIW 
Team.  The team was led by the Trust’s Service Improvement Lead who had 
knowledge and experience of Lean implementation in healthcare.  The team’s role 
was to promote Lean throughout the organisation, to deliver Lean training to staff 
and to co-ordinate all RPIWs.   
 
In the first two years of this transformation programme, seventeen RPIWs were 
held.  One of those was an Intravenous (IV) antibiotics at home RPIW which was 
the RPIW case in this study. 
 
5.3.1 The IV antibiotics at home RPIW  
The intravenous (IV) antibiotics at home RPIW came about through a chance 
discussion between three staff at Trust X who were attending the same Lean Leader 
training session.  The Clinical Matron in attendance shared her desire for a new 
service that would improve patient experience and outcomes in the area she 
worked.  The service would involve delivering IV antibiotic treatment in patients’ 
homes instead of in hospital.  It was a service her, and many of her colleagues, had 
attempted to set up over the preceding three years but their attempts had failed.  
Each time an effort was made to set up the new service another organisational 
issue, deemed more important, would take precedence and work on the new service 
would be postponed. 
 
The existing service required patients with bronchiectasis (a long-term respiratory 
condition) to come into hospital to receive IV antibiotics over the course of two 
weeks, remaining as an in-patient for the duration.  These patients were otherwise 
medically fit and did not require hospitalisation, but under the current system this 
was the only way the drugs could be administered.  The Clinical Matron’s desire 
was to train community nursing staff so that they could administer the drugs in the 
patient’s home.  Not only would this negate the need for patients to spend two 
weeks in hospital, but it would reduce unnecessary hospital bed utilisation, allowing 
those beds to be used for patients who did need hospitalisation.  It was agreed 
amongst those in attendance at the training workshop that her idea could come to 
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fruition if it were put through an RPIW.  The idea was logged with the corporate 
RPIW team and approved by the Chief Executive. 
 
The Clinical Matron became the Process Owner.  Her two trainee Lean Leader 
colleagues became the Workshop/Team Leaders as a shared dual role.  The Head 
of Nursing was identified as the Sponsor.  The Service Improvement Lead from the 
Corporate RPIW team joined the group to support the Clinical Matron and her two 
colleagues as they were new to RPIWs. 
 
The RPIW process, as illustrated in Figure 5.1, was initiated.  This process closely 
reflected RPIW implementation guidelines as published in the Lean literature (see 
Appendix 10).
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Figure 5.1 Trust RPIW process 
 187 
First, the Sponsor selected staff who were required to join the RPIW group.  They 
included clinicians and managers from Acute and community services who cared for 
patients with bronchiectasis, support services staff and representatives from the 
Clinical Commissioning Group (who pay for the service) and General Practitioners 
(who refer patients into the service).  Then, over twelve weeks (the pre-five-day 
workshop preparation period), the two Workshop/Team Leaders, with the support of 
the Process Owner, collected current service baseline data which included: 
 
 The number of bed days utilised over the previous 12 months by patients 
within the current service.  Average = 16 days 
 Waiting times for the IV antibiotics treatment.  Average = 2 weeks 
 Patient experience (video-recorded interview) which demonstrated 
dissatisfaction with the current service, anxiety and the patient’s intent to 
refuse further treatment in hospital despite the potential risks to her health 
 A process map illustrating the current hospital-based service patient pathway 
from referral to discharge (see Figure 5.2)
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Figure 5.2 Current process map 
 
Following formulation of the current state process map, a high-level future-state 
process map was developed (see Figure 5.3).  This process map illustrated the 
future, desired community-based patient pathway with target reductions in the 
length of time from referral to discharge.  A detailed-level map would be devised by 
the RPIW group during the five-day workshop.
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Figure 5.3 Future state process map 
 
The date for the RPIW was agreed and invitations were sent to the staff required to 
attend.  The stage was set. 
 
5.4 The RPIW story 
What follows is a story describing the IV antibiotics at home RPIW that took place 
over one year.  A colloquial tone has deliberately been adopted throughout using 
the words and metaphors of those involved so that their story is told with as much 
veracity as possible.
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5.4.1 Who was on the bus 
 
Role within the Trust RPIW role Bus journey 
character 
Head of Nursing Sponsor  
 
The Trouble-Shooter 
Clinical Matron Process Owner 
 
The Conductor 
Business Manager Workshop/Team Leader Tour Guide 1 
 
Information Systems 
Analyst 
 
Workshop/Team Leader Tour Guide 2 
Ward Manager 
 
Team Member Passenger 
Information Technology 
(IT) Systems Officer 
 
Team Member Passenger 
Clinical Matron 
 
Team Member Passenger 
Sister 
 
Team Member Passenger 
Community Matron x 2 
 
Team Member Passenger 
Clinical Commissioner 
 
Team Member Passenger 
General Practitioner 
 
Team Member Passenger 
Pharmacist 
 
Team Member Passenger 
Directorate Manager x 2 
 
Team Member Passenger 
Nurse 
 
Team Member Passenger 
Physiotherapist Team Member Passenger 
 
Clinical Matron 
 
Advisory Passenger 
Consultants x 2 Advisory (were not able to 
commit time to the RPIW; 
attended as required, if 
available) 
 
Advisor 
Corporate RPIW Team 
Lead 
Observer (not an assigned 
RPIW role; attended as a 
support mechanism for the 
Workshop Leaders) 
 
The Hand-Holder 
Head of Kaizen 
Promotion Office (from 
Trust Y) 
Coach/Assessor (not an 
assigned RPIW role; attended 
to assess the Workshop 
Leaders as part of their Lean 
Certified Leader qualification) 
The Coach 
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5.4.2 The main characters in the story 
The description of the story characters is based on the words participants used to 
describe themselves and others. 
 
    Description 
 
The Driver   RPIW role: No assigned role  
    Trust X’s Chief Executive. 
Does not travel on the bus but is referred to as the 
‘driving force’ behind RPIW bus journeys.  Regarded 
as a brave individual for committing to RPIW bus 
journeys because they were prepared to hold 
themselves to account and lead from the front. 
 
The Trouble-Shooter  RPIW role: The Sponsor  
    Trust X’s Head of Nursing.   
Boards the bus on Day 1 to explain the purpose of the 
journey. Does not travel on the bus thereafter but 
regularly meets with the Conductor (see below) to deal 
with any barriers encountered on route.  Seen as an 
essential character to unblock blockages and to set 
challenging but realistic milestones.  Must hold a very 
senior position within the organisation. 
 
The Conductor  RPIW role: The Process Owner  
A Clinical Matron in Trust X and trainee Lean Certified 
Leader who instigated the RPIW. 
Stays on board for the entire year-long journey.  
Responsible for pulling everything together, driving 
things through and making them happen. Has some 
previous experience of using Lean principles but has 
never previously travelled on an RPIW bus.  Believes 
in the bus as a means to bring about change and 
would go as far to say that change will not happen 
without an RPIW bus.  Feels it empowers people to 
make small journeys without the need for senior 
management permission.  Considers the bus to be an 
easy vehicle to understand and operate and that it 
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brings people together, ensuring they are on the same 
page.  Likes the clarity of the RPIW role and 
appreciates the conferred authority.  Was happy to be 
asked to be Conductor not only because of personal 
passion for the reason for this road-trip but because it 
was a career opportunity and it would be silly not to 
take such an opportunity.  Knew that the role was 
tough so was pleased that managers felt she could 
cope.  Became friends with the Tour Guides (see 
below) during the course of their RPIW bus training. 
 
Tour Guide 1   RPIW role: The Workshop/Team Leader 
A Business Manager in Trust X and a trainee Lean 
Certified Leader. 
Stays on board the bus for the five-day road-trip.  Like 
the Conductor, has experience of using Lean 
principles but has never travelled on an RPIW bus 
before.  Considers Lean to be an American jargon 
thing and one of many re-branded vehicles that come 
and go.  Was selected to attend training to become a 
qualified Lean Leader with this road-trip being one of 
two assessed events.  Didn’t want to undertake the 
training as it was not really her bag but was told she 
had to do it and recognised it was a requirement of her 
job so decided to bite the bullet.  Developed a strong 
relationship with Tour Guide 2 during training and 
valued her support. 
 
Tour Guide 2   RPIW role: The Workshop/Team Leader.   
An Information Systems Analyst in Trust X and a 
trainee Lean Certified Leader. 
    Stays on board the bus for the five-day road-trip. 
Also has some experience of using Lean principles but 
has never travelled on an RPIW bus before.  Shared 
the responsibility of both Workshop and Team Leader 
with Tour Guide 1 as part of Lean Leader training.  
Was pleased to be asked to undertake the training but 
felt a degree of panic at the time commitment required 
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and suffered self-doubt.  Enjoyed working with Tour 
Guide 1 and highly valued the support her colleague 
provided. 
 
The Hand-Holder  RPIW role: No assigned role 
Trust X’s Corporate RPIW Team Lead. 
Was available for the entire year-long journey (and 
stayed on board the bus for the five-day road-trip) to 
offer practical advice and support to the Tour Guides 
and the Conductor. 
Her organisational role was not her first choice but 
ticked the boxes in terms of personal interest in 
service improvement.  Has extensive experience in 
Lean principles and has travelled on many RPIW bus 
journeys.  Draws on this experience to support the 
lead characters, holding their hands.  In her 
experience has found this support to be crucial to 
ensure journeys are successful.  Recognises that the 
RPIW bus is an expensive vehicle but it will guarantee 
the destination is reached.  However, often finds the 
bus is not utilised to its full potential as those on board 
don’t get the support they need to dedicate the huge 
time commitment required.  Finds it hard to get senior 
people on board and describes her role as a balancing 
act between the organisation’s senior management 
team, the Trouble-Shooter and the Conductor.  Has 
sometimes found RPIW bus journeys to be a 
battlefield but is seeing enthusiasm rise for use of the 
bus and training for the role of Tour Guide and 
Conductor spreading.  Has experienced quick wins as 
a result of utilising the bus but can’t capture the impact 
of journeys due to constant organisational restructures 
and job changes.  Feels this type of evaluation is 
important given the organisation is in the very early 
stages of using RPIW buses and is learning all the 
time. 
 
 
 194 
The Passengers  RPIW role: Team Members 
A range of people invited to board the bus whose 
knowledge and expertise of the terrain was required to 
reach the destination.   
They are expected to stay on board the bus for the 
five-day road-trip but not all were available to do so. 
Some passengers received invitations well in advance 
of the bus departing either formally or 
opportunistically.  Others were told on the day of 
departure to leave their day job and board the bus 
immediately.  Experience of previous RPIW bus 
journeys varied but the general feeling was that RPIW 
buses are a good thing as they provide practical tools 
and allow people to work together.  Some considered 
the beginning of any journey to be difficult but general 
feelings were that choosing the right people and the 
right project can ensure the destination is successfully 
reached.  During the five-day road-trip, some 
passengers remained on the bus for the duration 
whilst others hopped on and off as required, or as they 
were available. 
 
The Advisors   RPIW role: Advisory’s 
Individuals with expertise in the topic that is the focus 
of the journey.  They board the bus for the five-day 
road-trip only as and when needed. 
    They included: 
 Consultant 1 who was accountable for the 
current map 
 Consultant 2 who was accountable for the 
future-state map 
 A Clinical Matron who held responsibility 
across both maps 
 
Map-Users   RPIW role:  The Home Team  
All staff from the clinics and wards who use the current 
map and are expected to use the future-state map.  
They are not invited to board the bus. 
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The Assessor   RPIW role: no assigned role 
    Trust Y’s qualified Lean Certified Leader and Coach. 
    Stays on board the bus for the five-day road-trip. 
Supports and assesses the learning of the Tour 
Guides as part of their Lean Certified Leader training. 
 
5.4.3 The vehicle 
A bus to transport the group to their destination with tools on board to facilitate the 
journey.  Only a few journeys had been made in the bus previously under the 
licence and guidance of Trust Y.  For this reason, and because people were in the 
early stages of learning how to use the bus and wanted to share a consistent 
message about how the bus operated, the processes and tools the bus offered were 
adhered to steadfastly. 
 
5.4.4 The journey 
Stage 1:  12-week preparation for the journey ahead, led by the Tour Guides 
with support from the Conductor. 
 
Stage 2: An initial five-day road-trip led by the Tour Guides.  On board were 
the Conductor, Passengers, the Assessor and the Hand-Holder.  
Advisorys and some Passengers hopped on and off.  Following this 
road-trip everyone disembarked leaving the Conductor to continue 
the onward journey. 
 
Stage 3: Scheduled bus-stops for the Conductor to re-convene with the Tour 
Guides, Passengers and Trouble-Shooter at:  
 
 60-days post road-trip 
 90-days post road-trip 
 120-days post road-trip 
 365-days post road-trip 
 
5.4.5 The journey begins 
Expectations were high.  This journey was going to bring those on board to a 
destination they had desired for many years.  Some people on board, most notably 
the Conductor, had tried to make the journey in the past.  They told of their 
frustration and struggles; each attempt stalled by other organisational priorities or 
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lack of resources.  But the most significant reason for failure was the absence of a 
vehicle with which to make the journey. 
 
Then came the RPIW bus.  An easy-to-operate vehicle that would provide rapid and 
smooth passage to the destination.  A vehicle that guaranteed travel in the right 
direction, that could maintain traction on slippery roads, and that could deliver the 
performance required.  It was seen as being crucial to making new journeys not 
least because it afforded those on-board authority, empowerment and permission to 
have time away from the day job.  It was a robust vehicle with ‘bite’.  
 
The belief in this vehicle being the means to realise the long-held desire to reach the 
destination was absolute.  The bus offered an opportunity that was deemed as 
being a long time coming and engendered enthusiasm, excitement and a real sense 
of anticipation.  The Conductor, in particular, felt lucky to be involved and embraced 
the opportunity that to her, was one not to be missed. 
 
Preparing for the journey  
She worked closely with the Tour Guides to prepare for the journey ahead.  It was 
important to ensure the Passengers joining them were aware of the current 
landscape and could see the vision for the final destination.  Over a period of twelve 
weeks the Conductor and Tour Guides explored the current terrain, gathered data 
and information and prepared the bus.  In the process they became friends.  A 
rapport was easy to build.  They shared feelings of trepidation having never been 
responsible for an RPIW bus journey before and shared reticence regarding their 
abilities to fulfil the role whilst juggling their day jobs.  They went the extra mile to 
help one another, valuing the friendships they formed.  They knew they would need 
to draw on their new-found relationships as a source of support once the journey 
began.   
 
The five-day road-trip 
Day 1 
Itinerary: 
Introductions   
Clarification of the purpose of journey and associated milestones  
Explanation of the mechanics of the bus and demonstration of the tools on board 
  
Day one saw the arrival of Passengers.  They boarded willingly and offered no 
resistance; a point of interest to one passenger who assumed people working in the 
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organisation disliked making new or different journeys.   As well as having no doubts 
about making this journey, Passengers also assumed there would be no resistance 
from the Map-Users who were not joining them for the journey but who would have 
to work within the new landscape once the bus arrived at the final destination.   It 
was felt that the benefits offered by the new landscape would be universal.   Some 
of the benefits would alleviate anxiety and pressure in the current landscape so this 
journey was seen as one that would win unequivocal support. 
 
The Conductor was pleased to see Passengers from different parts of the 
organisation.  She recalled how previous efforts to make this journey had, amongst 
other issues, been stalled by disjointed working.  This road-trip was an ideal 
opportunity to bring people together and make the journey as a group. 
 
The bus was adorned with images and graphs depicting the departure landscape 
and how the improved destination might look.  There was a palpable air of 
excitement and anticipation as Passengers boarded.  Some felt like it was a party.  
They chatted, laughed and joked with one another, sharing their enthusiasm for the 
journey ahead and their optimism for reaching the destination.  The hopes were it 
would be a massive success and there was no doubt that the destination would be 
reached.  This time, the stars were aligned.  There was a committed Driver, there 
was evidence of previous journeys being successful so others wanted some of that 
and medical staff now realised the benefits of the bus.  In fact, success was so 
assured that before the bus departed people were talking about how the destination 
map could be replicated and rolled out across the organisation.  
 
The Tour Guides welcomed everyone on board and allowed people to settle into 
their seats.  They felt a weight of responsibility to ensure this road-trip went well and 
that they kept everyone on board.  As trainees it was with some trepidation that they 
stepped into the unknown.  They had been warned by more experienced Tour 
Guides to expect high peaks and low troughs on the journey ahead.  Adding to their 
nerves was the presence of the Assessor who was monitoring and recording their 
performance, ensuring they adhered to the Tour Guide script and that the bus 
stayed on track. 
 
The Passengers were called to order as the Trouble-Shooter took up position at the 
front of the bus and explained the purpose of the journey, the milestones to be 
achieved and the Passengers’ objectives.  She then handed over to the Tour 
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Guides and stepped off the bus.  Referring to their script, the Tour Guides began 
and so the bus finally departed. 
 
Introductions were made, hopes and expectations were shared.  There was 
agreement amongst all Passengers that the destination offered clear benefits which 
included improved health and well-being for patients; safer care; a better patient 
experience; a reduction in unnecessary bed occupation; reduced pressure on 
nursing staff and financial savings for the organisation.  It was expressed as a ‘barn 
door’ obvious place to go that ticked many boxes.  The Passengers shared their 
hopes that despite coming from different parts of the organisation they would work 
well together on route and that they would make a difference to patient care.  Some 
concerns were shared about how they could fully commit to the journey whilst 
responsibilities awaited them back in their workplace but this did not dampen their 
enthusiasm. 
 
Part of the Tour Guides itinerary was that all Passengers understood the mechanics 
of the bus.  The tools on board were explained and the planned route to the 
destination was shared.  This took some time and the Tour Guides themselves 
found the process heavy-going.  At one point they felt they were losing their 
audience so despite having a script to follow that the Assessor expected them to 
adhere to, they ad-libbed for the sake of keeping all Passengers on board.  Their 
presence was crucial, and the Tour Guides reminded them of this.  The success of 
the road-trip depended on the bus staying on track, people staying on board and all 
having a ‘can do’ attitude.  Games were played to demonstrate how a selection of 
tools worked.  Some Passengers embraced these games but others who had 
played them before felt like they were experiencing groundhog-day and questioned 
the relevance of them to healthcare.  They felt that constant reference to other 
industries (from which the tools were derived) may affect confidence in the RPIW 
bus.  Seeing the challenge being laid at the feet of trainee Tour Guides, the Hand-
Holder and Assessor stepped in to provide examples of the use of the tools in 
healthcare.  
 
Following the games an audio-recording was played where a patient shared their 
experience within the current landscape and the negative impact this had on them. 
Some Passengers were quite upset listening to this story.  It galvanised the group in 
terms of their purpose and determination to reach the destination.  
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As the first day came to a close, the group shared their feelings that the day had 
been filled with positive energy, that they had enjoyed meeting and getting to know 
one another, and that they held a shared passion to improve patient experience.  
Developing new relationships with one another had been easy as they shared this 
common goal.  They firmly believed they would reach their destination and that they 
were all going to make a difference to patient care.  They were also acutely aware 
that their journey was being observed by others so that the expectation of success 
was high.  They felt responsible for meeting these expectations.  As such, failure 
was not an option.  The Hand-Holder was also conscious of the cost of hiring the 
bus so that in effect the organisation had paid for this journey to be successful.  
 
Before bringing the day to a close, the Assessor advised Passengers that now they 
had been introduced to the tools on the bus, tomorrow they are expected to use 
them. 
 
The Tour Guides had enjoyed the day’s travel but as they were new to their roles 
they felt somewhat anxious.  They took their scripts home to plan and rehearse for 
the next day, keeping their fingers crossed that they understood it well enough to 
enable them to deliver a good performance.  They relied on the script as a security 
blanket and although they felt it took away some of their freedom it was nice to know 
it was there.  
 
Day 2 
Itinerary: 
Generate ideas about the destination  
Complete the detailed destination (future state) map  
 
An enthusiastic group re-boarded the bus on day two.  The Tour Guides shared the 
objective of creating a destination map.  A blue-print map previously created by 
Consultant 1 was shared and used by the Passengers to develop their own map 
which they did in small groups, each working on a specific section of the map.  The 
Hand-Holder recognised the challenge this imposed on the Tour Guides.  It was 
going to be difficult to balance the Consultants’ firm ideas around his blue-print 
alongside the need to allow Passengers to come up with their own ideas.  A rather 
prophetic concern.  On coming back together as a whole group it was apparent that 
the blue-print raised a number of questions regarding clinical details and some 
doubts over medical support for the journey.  Questions were fired around the bus, 
disagreements ensued, and an air of tension developed.  As feelings escalated, the 
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Assessor intervened and reminded the group of the ‘can do’ attitude expected of all 
Passengers.  However, people felt they could not move on without clear answers 
from the Consultants; the one who designed the blue-print (Consultant 1) and the 
one whose support they required when using the new map (Consultant 2).  Their 
presence was deemed essential so one Tour Guide phoned the Consultants (who 
were not scheduled to board the bus until day three) and pleaded and begged with 
them to board the bus immediately.  It took persuasion and emphasis on the Tour 
Guides’ desperation to secure agreement from both Consultants to board the bus as 
soon as possible.   
 
A sense of urgency ensued as Passengers quickly summarised their queries whilst 
these were captured in writing by the Tour Guides.  There was a frenzy of activity.  
And then there was quiet.  A hush descended whilst Passengers awaited the 
imminent arrival of the Consultants.   
 
Once boarded, Consultant 1 informed Passengers they had fifteen minutes of his 
time.  The Tour Guide promptly read the Passengers questions out and one-by-one 
they were answered by the Consultant.  He shared details of the business case his 
destination blue-print was a part of.  The Consultant then left the bus.   
 
Whilst Passengers had quietly listened to the Consultant when he was on board, 
once he left there was uproar.  The business case was seen as a done deal.  What, 
therefore is the point of this journey?  The Tour Guides were anxious that they had 
now lost their audience and the emergency stop-cord on the bus had been pulled. 
 
They desperately did not want people to leave the bus and pleaded with them to 
maintain the focus on their destination and not to let the business case affect them.  
Observing that the bus was in danger of going off course, the Hand-Holder 
intervened and suggested the group see a copy of the business case which was 
promptly obtained and shared with the Passengers.  As the details were perused, 
the Tour Guide once again phoned for help, this time from the Directorate Manager 
who had worked on the business case with the Consultant.  She agreed to board 
the bus and once present was asked by the group to explain the business case 
rationale and its impact on their planned journey.  Reassurance was offered that the 
journey would not be impacted by the business case; that whilst it offered a blue-
print for the destination it was not a pre-requisite and the group were free to design 
the destination map as they saw fit.  The Tour Guide sought feedback from the 
group.  Did this now provide them with the reassurance they needed?  No verbal 
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responses were given only some nodding of heads.  The party bus atmosphere from 
the previous day was most certainly gone.  Some of the group expressed feeling 
exhausted as they picked the tools back up again and continued with their tasks.    
 
The Tour Guides were relieved people had calmed down and come off the ceiling 
but there was now a lull in energy.  They prompted a sense of urgency to develop 
action plans for the destination map and encouraged focus from the Passengers.  
Where blocks to decision-making arose, the Tour Guides noted these for the 
attention of the Trouble-Shooter. Where decisions couldn’t be made without further 
information or permissions, the Tour Guides noted these for the Trouble-Shooter.  
Where decisions were taking a long time to reach due to prolonged debate, the Tour 
Guides reminded the Passengers how the tools on the bus may help and that they 
must develop concrete plans for the road-trip presentation on day five.  At times, the 
Passengers’ discussions were halted by the Tour Guide in order that they may 
move on to the next part of the itinerary.  There was a push for continual action. 
 
As the Passengers progressed with designing the map some concerns emerged.  
One related to financial issues.  Use of the destination map required funding from 
the Clinical Commissioning Group (CCG) and a contract for trial use of the map (a 
pilot) was under negotiation.  Whilst the contract had not yet been signed off, the 
Tour Guides reassured Passengers that the CCG wanted them to reach the 
destination and their formal agreement to pilot use of the destination map was 
imminent.  In the meantime, the Passengers were to continue designing the map.  
Another concern related to the absence of some Passengers.  Not all identified 
Passengers could join the road-trip and some hopped on and off the bus.  This led 
to anxiety over how those not present may view the design of the destination map 
when decisions were being made in their absence.  The Tour Guides reassured 
Passengers that those who chose not to partake in the full road-trip cannot complain 
about any decisions made in their absence.   
 
Later that day Consultant 2 boarded the bus.  He clarified his level of support for the 
journey and his responsibilities once at the destination.  This provided Passengers 
with some clarity and once he had disembarked they expressed feeling more 
positive again.  It was apparent that some of their concerns regarding lack of 
medical support had been based on rumour and miscommunication.  They felt, once 
again, that reaching their destination was indeed possible but that had the 
Consultants been on the bus from day one that much of the confusion, tension and 
disagreement would have been avoided.  
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Day 3  
Itinerary: 
Test out ideas generated on day 2 
Plan implementation of the future state (destination) map 
There was a more positive vibe as the group re-boarded on day three.  After feeling 
frustrated and exhausted by the events of day two, the group felt energised and 
ready to continue on the journey.  The Tour Guides reviewed progress so far and 
stressed the need to develop detailed actions plans today to ensure the bus stayed 
on track.  They were joined by Consultant 1 and a Directorate Manager who worked 
with a small group of Passengers to develop the details required to implement the 
destination map.  This discussion was calm and organised with high levels of 
agreement and decisions reached promptly.  
  
The group felt very positive about this journey and commended the mechanics of 
the bus in facilitating travel both in terms of speed and direction.  They were pleased 
and surprised by the amount of resources invested into the journey. 
 
The Tour Guides too felt that the fast-paced mechanics of the bus forced them to 
push Passengers and encourage them to move more quickly. 
 
In other groups some people clashed and some dominated the discussion.  This 
gave one of the Passengers a headache so they chose to move to a different group.   
 
Some Passengers hopped on and off the bus as they needed to find out information 
or gain advice from others in order to make their decisions.  This pleased the Tour 
Guides as the Passengers were proactively taking responsibility for finding answers 
to their questions.  Some Passengers meandered around the bus, chatting with 
others.   The Tour Guides circulated amongst the groups, noting down actions 
agreed and assigned. 
 
Towards the end of the day the Tour Guides brought all the Passengers back 
together and went through actions achieved and those outstanding.  The group felt 
like their destination map was taking shape and that they were making good 
progress, aided by the deadlines set by the Tour Guides to ensure the bus stayed 
on track.  A round of applause rippled through the bus.  They were clearly tired and 
hasty exits from the bus were made at the end of the day. 
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Day 4 
Itinerary: 
Finalise implementation of the destination (future state) map  
Prepare for day 5 presentation 
 
A tired troop of Passengers took their seats on day four.  They were burned out.  
Although it was felt that much had been achieved there were concerns regarding the 
massive amount of work still to do and if it was possible to stay on track.  They were 
also still concerned about how the design of the destination map was going to 
impact on the Map-Users; colleagues who will be required to work in the new 
landscape but who had no input into its creation.  In response, the Tour Guides 
arranged for two Map-Users to join the bus later that day. 
 
The Trouble-Shooters’ responses to decision-making blocks were shared.  Simple 
‘yes’, ‘no’ and ‘under review’ answers were given, allowing the Passengers to 
continue to develop their destination map.  The Passengers listened quietly.  The 
atmosphere was subdued with clear signs of fatigue.  
 
The Tour Guides sensed that the Passengers were exhausted.  Themselves 
included, they felt everyone was brain-dead.  They attempted to boost energy by 
sharing an email from the Driver who praised the Passengers for their progress and 
from Consultant 1 who expressed pleasure to be working with such a dynamic 
group.  The Passengers clearly appreciated these comments and were prompted by 
the Tour Guides to note thank you messages for the Tour Guides to pass back.  The 
Passengers also thanked the Tour Guides for helping them to make this journey.  
Praise for the bus was expressed; the mechanics and tools on board had created 
speed and being on the bus allowed the Passengers to focus on the journey.  
 
As the journey continued, Passengers once again picked up their tools and split in 
to small groups to work on outstanding actions with regard to finalising the 
destination map.  A Directorate Manager had boarded the bus and assisted one of 
the groups with their assigned tasks.  The Tour Guides, aware of the distance still to 
travel, were anxious that the bus did not deviate from the planned route.  They 
reminded Passengers to clarify actions, how they will be achieved and by whom 
throughout all discussions. 
 
After the small group work, the Tour Guides brought all the Passengers back 
together and one-by-one, went through actions completed and those still 
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outstanding.  Tension in the bus raised as the Directorate Manager queried the 
rationale for some of the actions identified.  The Passengers responded, often with 
an element of sarcasm.  A rather tense discussion ensued which the Tour Guides 
prevented from developing any further by stating these issues were not for 
discussion on the bus and further advice would need to be sought from managers 
back in the workplace.   
 
Although the presence of the Assessor at times caused the Tour Guides some 
anxiety, paradoxically her presence also provided some comfort, particularly when 
they felt the bus was going off track.  This was one of those times when help was 
needed.  They wanted her support, but the Assessor had not joined them that 
morning.  The Hand-Holder felt this abandonment was a little harsh on the Tour 
Guides and something the Assessor should have prepared them for.  Instead, the 
Tour Guides strategy was to stick to their script and as such they continued going 
through the list of actions.  By action number thirty the Passengers’ behaviour 
started to deteriorate.  There was laughing, joking and silliness.   The Tour Guides 
became firm in their manner to re-focus the group as they continued to action 
number fifty-four.  At this point debate regarding the rationale of some actions began 
again.  Tension rose once more.  The Tour Guides regained control again by stating 
these issues needed to be ‘parked’.  A welcome interruption came with the arrival of 
the two Map-Users.  The Passengers shared their destination map with the Map-
Users who expressed concerns regarding the extra work for them that this map 
implied.  The Passengers offered reassurances which, whilst not fully accepted, the 
Map-Users agreed to ‘suck it and see’. 
 
Referring back to the action list, the Tour Guides instructed Passengers to finalise 
all outstanding actions, which they did quietly in small groups or alone.  On return 
they began discussions about preparing for the presentation day tomorrow, the final 
day of the road-trip.  The Assessor, who had re-joined the bus that afternoon, 
provided clarity about roles and the order of presentation.  Passengers chose which 
part of the presentation they would be willing to lead on and began to prepare their 
spiel before finishing for the day. 
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Day 5 
Itinerary: 
Finalise presentation 
Presentation practice run 
Deliver presentation to the Trouble-Shooter and invited guests 
 
The day started with chatting amongst the Passengers and reflections on how 
helpful working with one another had been, particularly in view of understanding 
roles and issues from their differing parts of the organisation.  New relationships had 
been formed which were valued.   
 
Reflections on the journey so far were prompted by the Tour Guides.  Many 
Passengers revealed how mentally and physically exhausted they were, and how 
they couldn’t switch off from the day’s events each evening.   
 
Thinking back to how much the destination had been desired, and how previous 
attempts to reach it had been made and failed, there was a feeling that travelling on 
the RPIW bus and using the associated tools would now mean they could actually 
get somewhere.  Recognition was given to different Passengers hopping on and off 
to provide advice and help, but ideally they should have joined the group for the 
whole five-day trip. 
 
The rest of the morning was spent working on scripts and rehearsing the 
presentation.  Once happy with the order and timings of each passenger’s part in 
the presentation the group broke for lunch.  The Tour Guides remained behind and 
reflected on the journey so far.  Their emotions had been up and down all week with 
one admitting to breaking down in tears prior to boarding the bus that morning.  This 
was no reflection on the Passengers whom they felt were a good group with no 
difficult characters.  It was the sheer time and emotional investment of effort that 
had been rather overwhelming.   
 
The Passengers re-convened after lunch with excited chatter, banter and teasing.  
There was nervous anticipation for the presentation ahead. 
 
The presentation 
The Tour Guides, Conductor and Passengers took centre stage to showcase their 
road-trip.  Guests from across the organisation filed in and took their seats.  They 
were welcomed by Consultant 1 who explained the purpose of the road-trip.  The 
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Tour Guides presented their map of the current landscape before the newly 
designed destination map was presented by the Passengers, each taking a turn to 
showcase a section of the map.  The Conductor summarised actions completed on 
the trip and announced the date for reaching the destination.  Finally, the Tour 
Guides summed up with the challenges the Passengers had faced on the trip, the 
lessons they had learned and messages of thanks to all who had participated and 
provided support. 
 
The Trouble-Shooter closed the presentation with a reinforcement about how hard 
the Tour Guides, Conductor and Passengers had worked, and how the destination 
was going to be of significant benefit to patients.  Guests were then invited to view 
the destination map and ask Passengers any questions.  Everyone in the room got 
up and started to mingle. 
 
Guests congratulated all who had made the road-trip.  There was general 
agreement that it had been successful and that the point reached by day five was an 
amazing achievement.  Also, there was consensus that nothing was going to stop 
the momentum of the bus.  Reaching the destination was considered a foregone 
conclusion and discussions should take place to consider how the new landscape 
could be spread further. 
 
The Conductor was immensely proud of herself and what her fellow Passengers 
had achieved.  She had always wanted to make this journey and now felt more than 
one step closer to the destination. 
 
The Tour Guides felt they had come out the other end; they were exhausted but 
happy.  For them, the road-trip had been a success and had achieved all it had set 
out to do.  The process had been daunting and had entailed very long and very 
intense days which had taken their energy, but they were pleased with how it went 
and felt good that they had helped everyone reach the end of the road-trip.  One 
Tour Guide got a real buzz from it.  They believed everyone involved had been 
positive and were particularly pleased with the teamwork the Passengers displayed.  
In fact, the highest peak of the journey for the Tour Guides were when the 
Passengers came together willingly and co-operated.   
 
The Hand-Holder who had experienced other road-trips, some of which had been 
rather like battlefields, felt this one was very uplifting; a feel-good trip where all 
Passengers pulled together.  She recognised that taking part in the road-trip had 
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been a big ask of all involved.  It was something else they had to do and think about 
on top of their day job and personal lives.  Indeed, Passengers had found this 
juggling of responsibilities exhausting and in some it had evoked feelings of guilt.  
When they were focussing on their day job they were not focussing on the bus 
journey and vice-versa.  This constant balancing act was a struggle for many.  
 
After a while, the Tour Guides returned to the bus and awaited the return of the 
Passengers for a final end of trip debrief.  A few Passengers arrived but many did 
not.  Those that remained chatted for a while before slowly drifting off.  
 
The first part of the journey was now over.  However, there was still a long road 
ahead and one passenger hoped that as people returned to their day jobs that they 
would not forget that there were many more miles to cover.   
 
The Tour Guides’ relief at guiding the Passengers successfully and keeping the bus 
on track was short-lived as they felt apprehensive about the next RPIW bus journey 
assigned to them. 
 
The Conductor felt like the week had flown by.  She was exhausted but felt it had 
been great to be involved.  She now faced the task of taking charge of the bus and 
forging ahead, ensuring arrival at the first rendezvous bus-stop in thirty days’ time. 
 
The Onward journey 
Immediately following the road-trip, the Conductor felt bereft.  It had been something 
she passionately desired and the entire experience had proved very positive.  An 
added bonus was that she had made lots of new friends on the trip; friends who 
were now returning to their day jobs.  She had been so proud to be a part of such a 
successful road-trip and felt quite upset that it was over.  However, there was much 
work to do to ensure the journey continued.  Her priority was to ensure the bus 
stayed on track by keeping the positivity going, chivvying Passengers along 
ensuring they completed the actions they signed up to so that ultimately everyone 
was ready for the first rendezvous bus-stop.  To achieve this, she found that at 
times it was necessary to pull some Passengers back as they veered off down their 
own avenues but she had no doubts that Passengers would do what they had been 
asked to do and knew the bus would continue to take them all to their destination at 
speed.  Everybody wanted to see the results of their hard work.  They wanted the 
entire journey to be a success and for the bus to arrive at its destination by the 
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target date.  They were also aware that the RPIW bus was being watched.  There 
was a fear of looking foolish if they were not ready for the target date.  
 
Whilst the Conductor forged ahead with the journey, the Tour Guides prepared for 
their next RPIW bus journey supported by the Hand-Holder.  Other than meeting the 
Conductor for updates at the rendezvous points ahead, their job here was done and 
they walked away.  
 
The first stop – 60 days later 
The bus pulled into the first bus-stop sixty days after the initial road-trip had ended.  
The first scheduled rendezvous point thirty days after the road-trip had been missed.  
At this point, sixty days later, the new map should have been implemented and the 
destination reached, but there had been hold-ups.  The main issue was that the 
contract with the CCG had still not been agreed but continued to be developed.  
Some clinical issues had also slowed progress but were being dealt with by the 
Trouble-Shooter and Consultant 1. 
 
Waiting at the bus-stop were two Passengers from the road-trip along with a 
Directorate Manager, one of the Tour Guides and the Hand-Holder.  The group 
listened quietly as the Conductor went through the list of actions completed and 
those still outstanding.  When prompted by the Conductor the group had no 
questions or comments to offer so she re-boarded the bus ready to keep it on track 
until the next bus-stop in another thirty days’ time; the next scheduled rendezvous 
and now the new target date for reaching the destination.   
 
Onward journey 
The Conductor continued to work hard to keep the bus on track, drive it forward and 
make sure it arrived at its destination.  Meeting one another on the road-trip had 
been advantageous for the Conductor and Passengers as they now knew who to 
approach if they had queries.  The Conductor in particular was better able to monitor 
progress on the actions assigned to Passengers.  She found all involved were still 
enthusiastic but that the effort required to maintain momentum had tailored off 
somewhat.  Progress was being made but not as quickly as she would like.   
Despite their motivation to continue the journey the Passengers had become 
swallowed up by their day jobs.  They were frustrated that the journey was now 
dragging on, but their day jobs took priority and limited their ability to continue with 
the tasks delegated to them during the five-day road-trip.  They were worried that 
the longer the journey continued, enthusiasm would start to wane. 
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To mitigate against this the Conductor was pushing and pushing people but 
recognised she could only push so far.  Where she faced limitations to her influence 
she escalated issues to the Trouble-Shooter so that the bus did not fall by the 
wayside.  She found that despite the authority afforded to her as the Conductor, in 
some instances, individuals would not accept delegated tasks from her but that they 
would accept them from the Trouble-Shooter.  She was concerned that she was 
harassing people in order to keep the bus moving. 
 
However, the Hand-Holder was not concerned.  She felt things were going well; all 
involved were working hard and the key to progress was the on-going motivation 
and enthusiasm for the journey. 
 
Despite the delays and missing the target arrival date, the Conductor was pleased 
that the bus was arriving at the bus-stops as dictated by the planned route.  As far 
as she was aware this was an improved performance compared to other journeys 
made. 
 
The second stop – 90 days later  
There was some miscommunication regarding the time for the second rendezvous 
as only the Trouble-Shooter and Tour Guides were at the bus-stop.  After waiting a 
short while for the Conductor and Passengers they decided to continue with an 
update amongst themselves.  The Trouble-Shooter shared details about a clinical 
issue she was sorting out and that she hoped to have this resolved within the next 
four weeks.  Without the Conductor present there was little else to discuss so the 
rendezvous ended.   
 
An hour later the Conductor arrived and met two Passengers and a Map-user.  She 
noted the absence of some Passengers and was frustrated by this given that she 
knew they were in the vicinity.  However, she proceeded and acknowledging the 
mix-up with rendezvous timing, delivered an update on actions to those present.  
The Map-user raised an issue from her part of the organisation but it was not 
included as an action and instead deemed by the Conductor as an internal issue 
out-with the remit of the bus.   
 
One Passenger was particularly disappointed with the design of the destination 
map.  She felt this was not the design agreed during the five-day road-trip.  She was 
aggrieved that the hard work she had contributed to the design was, in effect, 
fruitless.  This made her feel disappointed and sad as she felt a great opportunity 
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had been missed.  She was also aware that Consultant 1 had indicated he would 
refuse to use the destination map if the design deviated from that agreed on the 
road-trip.  From her experience she was of the opinion that the beginning of a 
journey was always difficult but wondered if in this case her expectations had been 
too high. Despite her disappointment she remained optimistic that in the future, the 
design may be re-considered. 
 
By this point the bus should have arrived at the destination but it had been further 
delayed so, once again, had missed the target set.  Some delays were deemed as 
natural set-backs such as people being on holiday and seasonal demands related to 
people’s day jobs.  They were not regarded as major issues.  The major hold-up 
was the contract with the CCG which still had not been finalised.  Some Passengers 
attributed this delay to be political behind-the-scenes bureaucracy and decisions 
over which they had no influence.  Had they been within the remit of the 
Passengers, they would have been more flexible and avoided the delay.  The 
Conductor didn’t understand the reason for the CCG not committing to the 
previously agreed trial use of the destination map and why they were asking so 
much from the people involved when the pilot use of the destination map was only 
going to be small.  She drew on the authority conferred by her RPIW bus role to 
push people but for this issue, the individuals were not Passengers but senior 
managers in the organisation.  As such she felt the situation was out of her control 
and relied instead on the Trouble-Shooter using her influence and authority.  In this 
sense, the Trouble-Shooter was seen as crucial to driving the bus forward.  
 
Missing the target arrival date again was frustrating for the Tour Guides who 
considered all the hard work that had been done and just wanted to see the 
destination map being used.  However, they recognised there was anxiety intrinsic 
to the use of the destination map and that a vast number of issues were being dealt 
with by only a small group of people to keep the bus moving.  They were reassured 
that the commitment from all involved remained and that accountability to the Driver 
would ensure people did not deviate from the planned route or miss reaching the 
destination.  This would carry consequences.  They were also buoyed by the fact 
that the journey had gained a positive reputation.  The destination and progress of 
the bus was still being discussed and often at a senior level within the organisation.  
This made the Tour Guides feel very proud.  They were also aware that the Map-
Users were very excited about using the destination map.  They were just waiting for 
the go-ahead.  The Tour Guides noted that the upbeat feel for the future remained. 
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There was agreement amongst those at the second bus-stop that despite missing 
the target arrival date, good progress was being made and that the bus would arrive 
at the destination.  They trusted one another to complete the tasks delegated to 
them because of their commitment to the journey and their commitment to each 
other.  They did not want to let one another down.  Like the Tour Guides, they too 
were reassured by the accountability to the Driver and her message that RPIW bus 
journeys will work.  This is what the Driver had signed up to on behalf of everyone 
who worked within the organisation.  Notwithstanding this principle, each journey 
entailed large financial investment; namely the cost required for individuals to spend 
five days on the initial road-trip  This in itself would be a significant waste should the 
bus not arrive at its destination.  All of these factors assured individuals that despite 
any delays they would reach the destination.  
 
The Conductor now just needed to wait for senior managers to set her a new target 
arrival date and to continue to co-ordinate, organise and push for progress.  As she 
re-boarded the bus to continue the journey she was anxious that now two target 
dates had been missed the bus could not miss another. 
 
Onward journey 
The Conductor was finding keeping the momentum of the bus hard given the time 
delays between the bus-stops.  She felt like she lost progress after departing from 
one stop and then had to pick it up again before arrival at the next stop.  Adding to 
her challenges were changes to her day job.  The journey was very important to her 
and she was anxious not to lose momentum.  She just wanted to pin people down 
and get on with it.  Part of the problem was keeping the journey in peoples’ minds.  
She appreciated that Passengers’ day jobs took priority but at this point she was not 
going to tolerate this from the same people all of the time. 
 
The third stop – 120 days later 
The Conductor was met by three Passengers along with the Trouble-Shooter, one 
Tour Guide and an Administrator.  The Conductor had to inform the group that the 
CCG were now reneging on the contract for a trial use of the destination map as 
agreed with their representative that was present on the road-trip.  This individual 
had left employment and the CCG now wanted a business case for the new 
landscape and no trial use of the map.  The group were very unhappy with this 
news.  However, the Trouble-Shooter reassured the group that she had escalated 
this issue and that an amended arrival date for one-months’ time was in place and 
would not be changed.  The Trouble-Shooter had also sorted out other hold-ups by 
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re-routing the bus to work around obstacles in the road.  One of the Passengers 
raised an issue from her part of the organisation that risked the bus being delayed 
further down the track.  The Conductor and Trouble-Shooter suggested another 
workaround and re-routed the bus accordingly.  There was a general sense of 
urgency to get to the destination and for there to be no further delays.   
 
The planned route included no further bus-stops until one-year after the initial five-
day road-trip.  However, given the hold-ups so far and the urgency to arrive at the 
destination, the group were anxious to rendezvous again and suggested meeting 
again to ensure all was in order. 
 
Going off the radar  
This meeting never took place.  The Tour Guides and Passengers did not know 
what had happened and for them, the bus had gone off the radar.  They knew on-
going progress remained the responsibility of the Conductor and Trouble-Shooter 
but had not seen or heard anything in recent weeks.   
 
Loss of communication with the bus and those who had journeyed on it was in the 
main due to significant organisational restructure following the departure of the 
Driver and appointment of a new Driver.  A restructure that was seen as a ‘big bang’ 
change the like of which some had never witnessed before.  The situation was 
described as brutal, horrible and crazy with people being in shreds.    
 
There were concerns about the impact of the restructure on the bus journey.  The 
Tour Guides and Passengers had felt disappointed, annoyed and frustrated with 
delays the bus had encountered so far and would consider the whole journey and 
everyone’s efforts and energy to be a complete waste of time if the bus did not 
reach the final destination.  They hoped that someone was still pushing the bus and 
that it didn’t get lost but they had doubts if it was considered important enough now. 
 
The restructure included new plans to explore landscapes and improve the terrain; 
plans that did not include RPIW bus journeys as they currently existed.  As such, 
any pending bus journeys were pulled and current journeys would operate under a 
new system.  The Tour Guides training programme ceased in its current form.  Both 
Tour Guides were disappointed as despite all the work they had undertaken to date, 
including putting in a lot of work at home, they were not fully qualified. 
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The restructure and Tour Guide 1 
Tour Guide 1 felt particularly aggrieved.  She was told she had to commit to the 
training programme which at first she was not thrilled about.  However, once she 
started the training she enjoyed the process and particularly enjoyed the bus 
journey, finding it less daunting once she had started.  As such, she did indeed 
commit to both the training and the principle of RPIW bus journeys.  Then only half 
way through the training it was pulled from beneath her feet.  This was a let-down 
for her.  She had given the commitment asked of her and now felt let down and a 
sense of loss.  She had lived and breathed RPIW bus journeys, was just getting to 
grips with them and was enjoying the experience.  She was saddened by the 
dissolving of teams driving the RPIW bus principles and felt this was a great loss. 
 
Whilst her support for the principles behind RPIW bus journeys remained she was 
somewhat resigned to the situation.  She viewed RPIW bus journeys as a vogue 
concept, a buzz thing, that will just go off the boil.  It was a key strategy for the 
previous Driver, but once the new Driver came, everything changed.  They had put 
their stamp on the organisation and with that RPIW bus journeys in effect 
disappeared.  She anticipated that some of the RPIW bus journey principles would 
remain but under the title ‘Transformation’: the current vogue term being applied to 
improving the landscape. 
 
The restructure and Tour Guide 2 
Tour Guide 2 had ‘wobbles’ and found the restructure impacted on all aspects of her 
life.  Although uncertain of her future both in terms of her day job and as a Tour 
Guide, she had been able to complete key elements of her training before the 
restructure.  She felt sorry for those, including Tour Guide 1, who had been unable 
to do the same.  Although no definitive plans were in place, she understood that 
there may be opportunities for her to complete her Tour Guide training under the 
new ‘Transformation’ agenda. 
 
She was keen to pursue this as she believed in the principles of the RPIW bus and 
the experience had offered her some personal benefits.  The bus had forced her to 
go out and speak to people which was something her day job did not require.  This 
had done wonders for her confidence and she had learned much which she felt she 
could apply in different situations.  The process had been thoroughly enjoyable and 
she strongly believed in the RPIW bus as a means to make new journeys, 
particularly as it forced travel at speed.  Whilst the bus offered tools to forge ahead 
with journeys, she considered that successful journeys relied on the people on 
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board.  That forward momentum was only attained through their commitment and 
hard work, their desire and determination to reach the destination, their willingness 
to take ownership for the journey, and maintaining an open mind and flexibility 
around trying something new.  However, she had doubts whether people would be 
prepared to accept this commitment in the future.  Although people invited to board 
the bus were clear on their role and responsibilities before agreeing to board, she 
witnessed panic as the initial road-trip approached and a realisation of how much 
time commitment was required came to light.  If people knew how much work was 
involved, they never would have signed up and agreed to take part. 
 
Passengers’ reflections  
One Passenger’s belief in the RPIW bus now waivered.  She was of the opinion that 
the bus was great as a concept and it forced a speed of travel that no other vehicle 
could offer.  In the environment in which she worked people did not experience rapid 
travel and would normally laugh at the concept of solving problems within a five-day 
road-trip.  But as she reflected on this recent experience she questioned if the RPIW 
bus actually worked.  She now viewed previous journeys she had been a part of 
through a different lens, trying to unpick what had happened before.  The road-trips 
always appeared to be a success.  Those involved were driven and committed and 
those whose commitment was in doubt always came on board very quickly.  But 
now, she was unsure.  She wondered whether people boarded the bus purely 
because of the attention and focus on them at the time of the road-trip.  That they 
never had any intention of continuing the journey. 
 
The buses’ vulnerabilities were also now apparent.  If only one cog in the wheel 
breaks, the whole bus comes to a halt.  This was evident in the reliance of the bus 
on the Driver.  The previous Driver was, in her view, the ‘Queen Bee’ who drove 
travel and enforced engagement and co-operation from required individuals or 
groups.  That driving force disappeared along with her departure. 
 
Notwithstanding these issues, she would board an RPIW bus again, albeit 
reluctantly.  She would not volunteer to board but would do so if she had to and 
strongly believed that a journey would only be successful with the right Driver.   
 
This sentiment was echoed by an Advisory Passenger who, as a result of 
formidable leadership from the Driver whose message was that ‘this is the way we 
do things around here’, had seen successful journeys take place.  As a result, 
people wanted some of that.  The quick wins resulted in a momentum of buy-in to 
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the notion of RPIW buses from Consultants and more sceptical colleagues.  Quick 
wins involved careful selection of a journey involving a limited number of people who 
offer an even layer of characters.  However, sustainability of any changes made as 
a result of an RPIW bus journey are a concern.  Often brilliant maps have been 
designed but they don’t last.  Learning needs to be built in and the loop needs to be 
closed.  This has not always been done in the past.  Additionally, this passenger felt 
that key to any RPIW bus journey was unpicking established culture and moving 
away from a Utopian view of the NHS.  She was of the opinion that the NHS is a 
religion and people find it difficult to accept criticism of what they believe in.  But the 
NHS does not have enough money and dealing with this is just another thing to 
battle against.  People should not be frightened of making an RPIW bus journey and 
as part of the trip, they need to acknowledge the financial and business aspects and 
not think of these as dirty words.  Positive journeys are essential.  Success will 
breed success. 
 
A fellow Passenger celebrated her view of success of this RPIW bus journey.  
However, she had experienced polarised emotions on the journey, from deep 
disappointment and sadness to extreme happiness.  By the end of the five-day 
road-trip she felt there was a biased focus to the design of the destination map that 
disregarded her input and would be detrimental to the quality and impact of the map.  
She felt stronger personalities on board resulted in some issues being regarded as 
more important.  This was frustrating and caused her to feel rather aggrieved.  
Overall, she had found the process to be fragmented and to lack consistency and 
balance.  By the end of the five-day road-trip she felt sad and when she raised her 
concerns at the bus-stops these had been disregarded.  So, she had taken action 
with Consultant 1 who supported her ideas and embarked on a parallel route to 
ensure her ideas were included in the design of the map.  She recalled how her 
previous attempts to address these issues had failed because there was always 
something more important.  The RPIW bus had mitigated against such a risk this 
time due to the attention it was receiving.  This was an ideal time to pursue the 
parallel route and highlight the importance of the issues.  Thanks to Consultant 1 
persistently raising them at every opportunity they were successful in securing this 
element of the map’s design.  This passenger was over the moon.  Despite the 
disappointments on route, with these outcomes she would gladly do it all again. 
 
Tour Guides’ reflections 
For the Tour Guides, if they were ever to board an RPIW bus again they would not 
underestimate the amount of hard work it entailed and would be more prepared for 
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the emotional rollercoaster.  Throughout the journey they had experienced fear, 
apprehension, self-doubt, new friendships, exhaustion, desperation, enjoyment, 
excitement, happiness, elation, pride, guilt, disappointment and sadness.  One Tour 
Guide likened the experience to a mammogram in that it was one of the most painful 
experiences she had gone through.  
 
The other felt looking after your own health and well-being was vital as the process 
is physically and mentally draining.  Whilst support was offered to them they feel this 
should be enhanced by including support that recognises the emotional investment 
people give to the journey.  
 
Watching from the side-lines: The Conductor’s story  
When the bus went off the radar, those that had been on the bus hoped the 
Conductor was still making progress.  Unbeknownst to them, the Conductor had left 
the bus.  It was now being operated by Map-Users who took on the responsibility 
themselves as they were aware the Conductor was no longer in a position to lead 
the bus journey.   
 
The restructure had impacted on the Conductor’s onward journey following the 
second stop.  She had arranged meetings to discuss progress towards 
implementation of the final destination map but as this was during the height of 
everybody finding out if they had a job or not it proved to be very challenging.  Many 
of those involved were now out of the equation and her own role had changed a 
couple of times, although this was her choice.  The journey was therefore put on the 
back-burner and it was this that led to the Map-Users taking the wheel, as they were 
always going to be the people following the new destination map. 
  
Despite being on the outside, the Conductor wanted to know what was going on; a 
point, she noted, that was due to her being nosey more than anything!  She watched 
from the side-lines and asked questions about progress at any opportunistic 
meeting with people who were still in the loop.  As far as she could tell it just ticked 
along and the destination map was finally implemented, although she was not sure 
exactly when this occurred.  
 
Conductor’s reflections 
The Conductor was glad to have worked in the role she did aboard the RPIW bus.  
Up until her point of departure, the journey had been enjoyable.  She did not regard 
it as a particularly difficult or stressful experience due to the people that were on 
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board.  It was their proactivity and positivity that had made her job easier such that 
they did all the hard work and her role was just to keep people on track, co-ordinate 
and pull it all together.  Had it not been for the attitude and efforts of all those on the 
bus she considered that the journey would have been far more challenging and less 
enjoyable. 
 
In terms of the vehicle on which they had all travelled, she felt the RPIW bus had 
been instrumental in facilitating progress.  It offered structure, formality and a firm 
work process to follow.  Without it, people would have chipped away at the work to 
be done and then everything would have fallen off the back-burner.  This had 
happened so many times before with this particular journey; the work fell off as it 
was not seen as a priority, then all of a sudden it was a priority and then it fell off 
again.  Having the structure of the bus to support the work and, in particular, the 
accountability demanded by the bus-stops, ensured the journey had progressed.  
She had feared looking foolish if she had nothing to present to people waiting at the 
bus-stops so had to be organised and felt she had to have updates.  The RPIW bus 
also attracted attention.  People within the organisation talked about the journey and 
expected to see progress.  So the Conductor felt an obligation to meet those 
expectations and persevere, plodding on through the treacle, to keep the bus 
moving, to keep driving it.  Of particular benefit was the consistency of the role.  
With people coming and going she was the only constant.  As such she had an 
overview of the journey from the beginning, middle and end which afforded her 
knowledge that otherwise would be lost. 
 
Despite the formality, attention and accountability related to the bus, along with the 
Conductors personal efforts, she considered that ultimate success lay with medical 
support.  If it were not for the Consultants boarding the bus and clearing obstacles 
on the road, the journey would never have even begun. 
 
If she were advising other Conductors, she would encourage them to have a voice.  
Not to allow people to say they are going to come back to you and then not do so.  
Organisation and planning were key, particularly in relation to preparation for the 
bus-stops.  It was imperative to find out what was going on for yourself as people 
don’t always come to you, and this information was vital to have at the bus-stops.  
She felt it was a good role but that it was more about the person than the role.  
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The final stop – 365 days later  
Due to the RPIW bus journey being pulled, little thought had been given to the final 
scheduled bus-stop one year after the bus had first departed.  Many of those who 
had originally been on board had left due to the restructure.  This included the 
Trouble-Shooter, one of the Tour Guides, some Passengers and the Hand-Holder.  
A timely conversation reflecting on the journey had led to the remaining Tour Guide 
realising that no-one was organising this rendezvous, and with all the changes that 
had occurred, people may not even be aware of it.  She set about making calls and 
inviting people to attend.  Her efforts paid off as a large group gathered at the final 
bus-stop.  This included herself as the Tour Guide, three Passengers, two Map-
Users and Consultant 1.  As the Conductor had not yet arrived at the bus-stop, a 
different Service Improvement Lead acted as the facilitator for the meeting.  She 
opened by remarking what a brilliant RPIW bus journey this had been.  That in spite 
of false starts and the impact of the restructure, that the group had done extremely 
well to come back together.  An amazing achievement.  In view of the delays 
encountered, she asked if the group would benefit from an additional bus-stop 
rendezvous in the future, to which one Passenger retorted “only if there are no more 
restructures!”.  As the group were laughing at this comment, the Conductor arrived.  
She wasn’t really prepared for this rendezvous.  It had been arranged at the last 
minute and she had tried to get out of it but thought she had better attend.  Looking 
around at those in attendance she was surprised by the number of people there and 
was glad she had turned up, even though she wondered if they all had that much to 
say.  On invitation from the Service Improvement Lead, the Conductor updated the 
group, reporting that all the ‘Newspaper’ actions had been completed and the new 
destination map was now in use.  Consultant 1 confirmed this to be the case but that 
rules were having to be bent a little to allow this to happen.   
 
The Conductor was pleased to announce that the new destination map was being 
put forward for a local award by the CCG.  The group were delighted and there was 
mutual agreement about how well they had all done, with suggestion that they could 
apply for some internal awards also.  The Service Improvement Lead suggested 
that they be interviewed for a local publication and volunteers were selected. 
 
The Conductor stated that communication about the new map to the wider 
organisation had been very difficult due to the restructure, with so many people 
coming and going.  However, this transpired to be advantageous as it limited 
demand on use of the map while so many changes were occurring as part of the 
restructure.  The group agreed that it would be okay to share details of the map 
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more widely now, but that this should be done as a standardised map to ensure 
there were no deviations from the designed route.  
 
In terms of use of the map there had only been small numbers of patients following 
the new route but feedback from them so far had been brilliant.  There were, 
however, some negative comments within the organisation suggesting that the low 
usage was disappointing in terms of results.  This frustrated the Conductor who 
counter-argued that the impact was significant.  The Service Improvement Lead 
agreed and reminded the group that the tools on the bus were designed to bring 
about small changes and that they were to be congratulated for following the RPIW 
bus principles to the letter.  
 
As the Conductor confirmed that all ‘Newspaper’ actions were now complete, and 
Consultant 1 confirmed that he was happy the new map was now part of normal 
practice, the group agreed that no further bus-stop meetings were required.   
 
The RPIW bus journey was over.
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Chapter 6 FINDINGS FROM THE ANALYSIS OF DATA 
6.1 Introduction 
In Chapter 4, the Thematic Network Analysis (TNA) process was critically discussed 
and examples provided to illustrate application of the process.  In this chapter, the 
findings from this analytical process are presented and discussed in relation to the 
study’s aim and objectives. 
 
By following the TNA process, eighteen Basic themes were identified which 
represent participants’ emotional experience of the Rapid Process Improvement 
Workshop (RPIW) and key aspects of the RPIW process that evoked emotional 
responses.  Clusters of Basic themes centred on larger shared issues were then 
created to make six Organising themes which are described and explored.  This is a 
further level of abstraction in the analytic process aiming to gain a deeper meaning 
of the text (Attride-Stirling, 2001).  Illustrative participant quotes using the 
pseudonyms assigned to participants (see Table 6.1) are used to illustrate the 
issues discussed and the themes that emerged from the analysis.  The spread of 
participants’ quotes across the six themes is illustrated in Table 6.2.  There are 
relatively more quotes from Wendy, Wanda, Polly and Theresa as they were 
interviewed three times.  Olivia was interviewed twice; Anna and Tom were 
interviewed once.  Finally, in light of the Basic and Organising themes, a Global 
theme that encapsulated the main claim in relation to the human experience of Lean 
is presented. 
 
Table 6.1 Pseudonyms and RPIW role 
Participant pseudonym RPIW role 
Anna Advisory 
Olivia No assigned role; attended as an observer 
and support for the Workshop Leaders 
Polly Process Owner 
Theresa Team Member 
Tom Team Member 
Tracey Team Member 
Wanda Workshop Leader 
Wendy Workshop Leader 
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Table 6.2 Spread and balance of participants' quotes 
 
Wendy Wanda Polly Theresa Anna Olivia Tom Tracey 
Theme 1  13 9 19 11 10 8 2 1 
Theme 2 6 4 3 3 0 0 1 1 
Theme 3 6 0 3 4 1 3 1 1 
Theme 4 6 6 8 6 0 4 1 1 
Theme 5 6 5 5 4 1 0 0 0 
Theme 6 5 2 2 2 0 0 0 1 
Total  42 26 40 30 12 15 5 5 
 
6.2 Revealing emotions in relation to the RPIW process 
The first objective of this study was to reveal the emotional experience of 
participating in an RPIW.  The emotional experience is revealed graphically for the 
RPIW leads (Workshop Leaders and Process Owner) in Figure 6.1, and for the 
RPIW team (Team Members and Advisorys) in Figure 6.2.  Revealing participants’ 
emotional experience in this manner demonstrates the range of emotional 
responses evoked by the RPIW, and the fluctuation of positive and negative valence 
emotions.  Participants’ descriptions of the RPIW as an ‘emotional rollercoaster’ with 
‘high peaks and low peaks’ is evident: 
 
Wendy: 
(Workshop Leader) 
“It’s sort of a rollercoaster of emotions really” 
  
Wanda: 
(Workshop Leader) 
“We got warned beforehand that you always have your 
really your really high peaks and your really low peaks, erm, 
erm, and I think we did have them” 
 
The revelation of this turbulent emotional experience is in contrast to the linear 
processual nature of the RPIW process and associated RPIW implementation 
guidelines (see Appendix 10).  
 
The graphs are colour-coded to map the participants’ emotion to the Organising 
themes as illustrated in Table 6.3. 
 
Table 6.3 Emotional experience graph colour codes 
Organising Theme Colour  
Theme 1: Emotions related to Lean and the RPIW Green 
Theme 2: Emotions related to self Yellow 
Theme 3: Emotions related to others Orange 
Theme 4: Engagement with the RPIW Purple 
Theme 5: Physical, mental and emotional effort Blue 
Theme 6: Unmet expectations Black 
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In the next sections, these emotional experiences are explored in depth in relation to 
each Organising theme.  The discussion addresses the study objectives of 
identifying aspects of an RPIW that evoke emotional responses, and how 
individual’s emotional experience influences the RPIW process.
 223 
 
Figure 6.1 RPIW leads’ emotional experience 
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Figure 6.2 RPIW teams' emotional experience 
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6.3 Theme 1: Emotions related to Lean and the RPIW 
Feelings about Lean and feelings about the RPIW were mixed.  In terms of Lean as 
a philosophy, some participants felt sceptical, questioning the cultural relevance and 
regarding it as a fad: 
 
Wendy: 
(Workshop Leader) 
“For me it’s like anything else within health service it fizzles 
out, er, and something else overtakes it and it gets pushed 
aside and then all of a sudden its ‘bing!’, its back on the 
scene again…sceptical as I can be sometimes, ‘oh it’s 
another American jargon thing” 
  
Theresa: 
(Team Member) 
“Obviously it’s very American”   
 
The prescriptive method of applying Lean principles through an RPIW was 
frustrating, restricting and regarded as a waste of time. The obligation to engage 
with pre-defined activities evoked feelings of boredom and the urge to rebel: 
 
Anna: 
(Advisory) 
“The first day is like groundhog day. If I have to make 
another aeroplane I I just feel like making a circle and a 
daisy or some origami ‘cos I really am getting fed up with 
that…I get frustrated a bit when they constantly refer to the 
airlines” 
  
Olivia 
(Observer) 
“I think with this methodology you’re very restricted as to 
what you can do in terms of your, the contract.  You can’t 
change anything…we are very governed”   
  
Theresa: 
(Team Member) 
“Nothing really happens on the first day.  You do a bit of 
team building.  That sometimes to me is a waste of a day” 
 
Participants also struggled to apply Lean principles and tools in practice, with the 
task being regarded as impossible at times.  This caused feelings of anxiety and 
frustration: 
 
Wendy: 
(Workshop Leader) 
“We couldn’t use some of the tools that they give you to 
use… we couldn’t map a patient going through the 
process…I need to to try and get used to the tools scenario 
and because I feel that some other colleagues that I’ll be 
working with who’ll have carried out an RPIW might’ve 
already done that I haven’t so I need to…I need to to use 
some of the tools” 
  
Wanda: 
(Workshop Leader) 
“We had quite a hard one to do…we struggled to do 
that…so really some of the Lean tools we would’ve used 
unfortunately we just couldn’t apply them at all… we had 
minimal data to kind of prove our point…it sounds easy in 
theory…the idea sound easy but it’s not always as easy to 
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apply…you feel as though you are actually trying to put a 
square into a round hole” 
 
However, despite these challenges and feelings of frustration and scepticism, 
participants felt confident that RPIWs guaranteed success.  They believed that any 
change implemented using this Lean tool would definitely happen, and it would 
happen quickly.  This confidence was influenced by participants observing the 
spread of Lean implementation across the organisation and a growing buy-in to 
Lean: 
 
Polly: 
(Process Owner) 
“Put it through an RPIW if want something done…it does 
work, it does happen…for a rapid RPIW rapid, the clue’s in 
the title you should expect to see kind of changes pretty 
quick” 
  
Theresa: 
(Team Member) 
“It’s literally, you know, you go in on a Monday you find out 
what the problem is, by Friday you’ve solved it…it’s rapid, 
it’s what it says on the tin” 
  
Anna: 
(Advisory) 
“We’re now getting a momentum of buy-in from more 
Consultants and more sceptical colleagues… people have 
seen other people’s successes and want some of that”  
  
Olivia: 
(Observer) 
“It’s becoming more apparent and how valuable it is 
everybody’s now wanting an RPIW in their particular area 
for their particular problems…whatever’s discussed and 
agreed will go forward” [participant’s emphasis] 
 
Against this backdrop of belief in RPIWs to deliver rapid change, there was a sense 
of it being the right time for their particular RPIW to happen: 
 
Anna: 
(Advisory) 
“For whatever reason the stars are aligned this time and I 
guess there’s something about it might not be the right time 
but keep doing it and eventually it will be the right 
time...there’s the energy behind them, the impetus is there” 
  
Anna: 
(Advisory) 
“It’s interesting to think about what are those stars?  Is it 
people, always, places, location, timing so there’s a lot of 
things but I do think it’s a fact that this is the commitment 
that this is how the Trust does it and our medical colleagues 
have cottoned onto it” 
 
‘The stars are aligned’ is a poetical expression suggesting fate and serendipity.  
This metaphysical conceptualisation of the RPIW as occurring within the right time 
and space is also reflected in the notion of opportunity and feelings of optimism.  
That this was a fortuitous moment in time that would solve participants’ problems 
once and for all, so was an opportunity that could not be missed: 
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Polly: 
(Process Owner) 
“I was tasked with it about three years ago but until you’ve 
got everybody on the same page and, you know, which you 
do have on the RPIW, it was never gonna happen, so it was 
too good an opportunity to miss really and I think it’s 
probably the best way we ever would have got it” 
  
Polly: 
(Process Owner) 
“I’ve been trying to get IV antibiotics for years…we tried so 
many times before…and not succeeded…it seemed to be 
the ideal opportunity to to get the new service up and 
running” 
  
Polly: 
(Process Owner) 
“It was just the opportunity of bringing all these people 
who’d done all these parts of work together, for a week 
under the same roof, and just kind of kind of get it get it 
cracked”  
  
Theresa: 
(Team Member) 
“It seemed to me an ideal opportunity” 
  
Wendy: 
(Workshop Leader) 
“We could create a fantastic service out there in the 
community” 
 
Participants held firm beliefs that their RPIW would be a success.  They felt 
confident that no-one would stand in their way and nothing would stop the 
momentum they had gained during the workshop week: 
 
Theresa: 
(Team Member) 
“It’s about [being] better for the patient isn’t it and I don’t 
think anybody would stand against it” 
  
Wanda: 
(Workshop Leader) 
“The people were so determined to make it happen that I 
think there’d have to be something really big to stopping 
blocks for it not to happen” 
  
Anna: 
(Advisory) 
“They’ll do what they’ve been asked to do and they’ll do it.  I 
have no doubts about that…I don’t think anything’s gonna 
stop the momentum” 
 
There was a feeling of confidence, optimism, hope and excitement for the future: 
 
Theresa: 
(Team Member) 
“My hope is it’s a massive success because I think it will just 
improve so much the patient’s experience…it’s a service 
that I think’s vital…it’s been a long time coming” 
  
Wanda: 
(Workshop Leader) 
“I still feel positive now that it will happen…I’m confident that 
it will go ahead” 
  
Polly: 
(Process Owner) 
“This is what I’ve always wanted to see set up so we were 
definitely more than one step closer to it…I hope it expands 
so that we can do it for the patients’ experience…starting off 
small and then getting bigger and bigger and bigger could 
have huge changes in the Trust” 
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Olivia: 
(Observer) 
“Very excited about it starting…there’s an upbeat feel for 
the future” 
 
Participants’ accounts present a juxtaposition of doubt in Lean as part of an 
improvement strategy yet belief in RPIWs as a Lean tool to bring about change.  
The prevailing feelings were confidence, excitement and a sense of anticipation.  
The outcome of this was that expectations that their RPIW would be a success were 
high. 
 
However, these positive valence emotions in relation to success were accompanied 
by negative valence emotions brought about by pressure to succeed.  Central to this 
source of pressure was accountability.  The Chief Executive was committed to Lean 
as the organisation’s improvement strategy.  There was an expectation that all staff 
would engage with Lean implementation, particularly through RPIWs, and those 
involved were directly accountable to the Chief Executive.  This was conceptualised 
as ‘bite’, suggesting an element of force; that once involved with an RPIW, 
commitment to deliver expected outcomes were held fast: 
 
Olivia: 
(Observer) 
“It’s been driven from a very senior level…they’re 
answerable to the chief exec so there’s real bite to this 
methodology in terms of delivering”  
 
Participants accepted Lean due to this drive from the Chief Executive, which was 
emulated across the senior leadership.  The Chief Executive’s directive was clearly 
visible to staff within the organisation, and an organisational culture developed 
where Lean became the accepted way of working in terms of service improvement:   
 
Anna: 
(Advisory) 
“[there is] commitment from the CEO, I think previously 
there’s been commitment but there’s leadership so it’s 
throughout, it’s at every level, this is how we do it. We don’t 
use other people. I think there’s been initiatives at local 
level, directorate divisional level, but every Centre has to be 
around the table” 
  
Polly: 
(Process Owner) 
“This is the norm…it’s become the norm” 
  
Theresa: 
(Team Member) 
“The Trust is signed up to, ‘we will make this work’” 
 
Specifically, in relation to the Intravenous (IV) antibiotics at home RPIW, there was 
financial accountability.  The organisation had invested money into the process and 
there was an expectation that this would guarantee a return: 
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Olivia: 
(Observer) 
 “We’ve also paid for this RPIW to be successful”  
  
Theresa: 
(Team Member) 
“It’s a lot of money sat round the table for a week that 
otherwise it’s a waste” 
 
Against this organisational backdrop, participants’ accounts depict feelings of 
anxiety and a fear of failure.  There was a sense that the there was no option but for 
the RPIW to succeed: 
 
Theresa: 
(Team Member) 
“Once this is a success because we can’t let it fail… it’s got 
to happen” 
 
This need for success was reflected in participants’ accounts regarding the 
expectations of others and scrutiny.  Participants felt the weight of responsibility for 
the success of the RPIW.  They feared letting people down, failing to meet 
expectations and what repercussions this may have on others’ perceptions of them: 
 
Wendy: 
(Workshop Leader)  
“No-one wants to be deemed as ‘oh they let us down and 
you know cost us money and it hasn’t even, you know 
flourished or anything’…everyone’s watching this space 
because they want it to work” 
  
Polly: 
(Process Owner) 
“We'd look pretty daft if we, er, there was an appropriate 
patient and we couldn’t offer the service…we’ve had to 
come back with something otherwise you look a bit 
silly…knowing that it’s being talked about in the 
organisation so you know that it’s, that it is there and people 
want to know about it so you have to move it on because 
there’s an expectation…so much kind of anticipation and 
again to the bigger Trust you want it to work” 
 
Some of these expectations were represented in targets.  Participants felt pressure 
to meet targets and failing to meet them, including difficulty in measuring 
achievement, caused anxiety and frustration: 
 
Wendy: 
(Workshop Leader) 
“I’m expecting a little bit more, you know, for the moving on 
because we’ve said that this is gonna go live on the first of 
September” 
  
Theresa: 
(Team Member) 
“It’s a frustration [that the target go live date had not been 
met]” 
  
Polly: 
(Process Owner) 
“The going live date for this service is the first of September 
so quite a short window of time… we don't want to get to 
the end of August on the 60 day Report Out and find out 
that we still haven't done this this and this… time is of the 
essence and you know there was still quite a bit of work to 
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do… we’re already had one date been and gone.  I don’t 
think we can keep having another one and another one” 
  
Olivia: 
(Observer) 
“I feel that, yes we have some measures that we can prove 
but there’s so much more that we have achieved that we’re 
just not capturing” 
  
Anna: 
(Advisory) 
“How do you measure quality?  How can you prove, and we 
have to just do it with outcomes and sometimes it’s just 
another thing to battle against…I think that makes it really 
hard with the current expectations that we’ve got” 
 
Fear of failure and anxiety extended beyond the RPIW not being a success and the 
new service not being established.  Participants also felt anxious about the potential 
clinical risk the new service posed as patient care moved from the hospital into the 
community: 
 
Wanda: 
(Workshop Leader) 
“It’s a nervous thing” 
  
Polly: 
(Process Owner) 
“The last thing we want is something to go wrong” 
  
Theresa: 
(Team Member) 
“It’s the risk, what if, you know, the risk with everything.  
What if it doesn’t work, what if something happens” 
 
In some accounts, the RPIW was described as a risk or a threat to personal ‘safety’.  
Participants felt unprepared for their roles.  They were nervous and adopted a 
persona as a form of protection: 
 
Wanda: 
(Workshop Leader) 
“I felt that I was stepping into the unknown …I didn’t have 
any idea how to facilitate it.  I’d never been part of an RPIW 
before, I’d never had the conversation with anybody as to 
what was expected of me that week.  The most I knew was 
what slides I would have to present on the first day and that 
was it.  That was what I knew.  I didn’t know anything else” 
  
Wendy: 
(Workshop Leader) 
“From the start, you know, it’s the unknown.  You’re a bit 
nervous…you try to go in there confident” 
 
Participants felt anxious and applied discretionary effort to manage their emotions:  
 
Polly: 
(Process Owner) 
“How’s Tuesday going to look, how’s Wednesday going to 
look and I'm very much kind of… just go with the flow 
[Polly], go with the flow, go with the flow” 
Wendy: 
(Workshop Leader) 
“It got to a point where me and [Wanda] didn’t dare go 
home in case we’d forgotten something for the next 
day…we weren’t leaving till late on a night, erm, and then 
we were coming back early the next morning to make sure 
we were we were prepared because you’re conscious as 
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well that you’re getting assessed, erm, so you wanna be as 
prepared and as professional as you possibly can be, erm, 
‘cos there’s always the elephant in the room” 
  
Wanda: 
(Workshop Leader) 
“The night before we would agree what the next day’s 
agenda was and you’d come in that day, fingers crossed 
that you understood it enough and that you could deliver it” 
 
A sense of shared circumstance provided reassurance.  This is expressed in the 
form of safety in numbers and affinity as well as risk avoidance: 
 
Wendy: 
(Workshop Leader) 
“You realise that everyone was sat around the table was in 
the same boat, it was all new to them” 
  
Polly: 
(Process Owner) 
“I didn’t wanna be the one standing up at the front straight 
away…see how they handled it and how they managed it 
and what the feedback they were given… I didn't want to be 
the person at the front of the room I wanted to kind of take 
that sit that backseat role where I could be the Process 
Owner but see how they did it so when it came for me to do 
mine I kind of knew what what it all entailed rather than 
jump in at the deep end” 
 
Additionally, the RPIW prescribed format provided a source of reassurance as 
participants describe experiences that imply risk of harm, accounts of fear and a 
sense of performance:  
 
Wanda: 
(Workshop Leader) 
“It was nice having like a security blanket there because we 
set off to deliver the slides as it said” 
  
Wendy: 
(Workshop Leader) 
“When someone throws something into the bag and, you 
know, you panic, you might have to revert back to your 
script” 
 
Despite these fears, the participants’ Lean experience was enjoyable and one they 
viewed as being positive.  Their experience is depicted as tiring and something to 
survive or emerge from, but that overall it was enjoyable and rewarding: 
 
Polly: 
(Process Owner) 
“We actually did it when we said we were gonna to do it…it 
was exhausting but it was really positive… it’s been really 
enjoyable” 
  
Wendy: 
(Workshop Leader) 
“We were quite successful in what we did and it was quite 
enjoyable.  It was hard work… I think we done a brilliant 
job… I was quite proud to be involved in it…I enjoyed it and 
you know you come out the other end” 
  
Wendy: 
(Workshop Leader) 
“It’s an exhausting week, but after the week it was great to 
have been involved in that and to see a positive outcome is 
even better, erm, and I think, you know, and I think if my 
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next one ‘cos you’ve got to do two is as good as that one 
then I’ll be quite keen to do it” 
  
Tom: 
(Team Member) 
“It was a positive experience” 
  
Wanda: 
(Workshop Leader) 
“Really really happy… I was really really pleased with how it 
went” 
  
Tracey: 
(Team Member) 
“Overall I think it was an excellent experience and 
outcomes and I would do it all again, especially with my 
outcomes… Wow!  Happy, happy person.  I’m really 
happy…I’m over the moon…I’m so, so pleased…I’m a 
happy girl” 
 
There was a strong sense of collective team achievement and participants felt a 
sense of unity and pride for what they had achieved together: 
 
Polly: 
(Process Owner) 
“I'm hugely immensely proud that we all stood up there for 
the Report Out and I think we achieved so much…I felt felt 
really proud being the last person in summing it up” 
  
Wendy 
(Workshop Leader) 
“I do feel that the success of how it went with the little data 
we had, and the outcomes at the end of that week were 
amazing and I think for me and [Wanda] to be a part of that 
was just excellent” 
 
While these accounts represent some tangible reward from participating in the 
RPIW, descriptions extended to the abstract as participants expressed general 
qualities of the experience.  They describe an emotional euphoria.  Feelings of 
energy and positivity were central in participants’ conceptualisations of their Lean 
experience:  
 
Olivia: 
(Observer) 
“This was a good feel one…it was a very positive, very 
uplifting RPIW” 
  
Wendy: 
(Workshop Leader) 
“It was just a good week” 
  
Wanda: 
(Workshop Leader) 
“There was a lot of energy in the room.  Everybody really 
really wanted it to work.  We didn’t have any negativity 
whatsoever”  
  
Polly: 
(Process Owner) 
“There was a lot of energy in the room after the, after the 
Report Out a lot of people kind of stayed back and did a bit 
of talking” 
  
Anna: 
(Advisory) 
“Presentation day’s always a bit of er, party atmosphere” 
  
Polly: 
(Process Owner) 
“It was all positive I don't think there was any negative vibes 
in the room, there wasn’t any negative people, everybody 
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was so for it so positive so enthusiastic really that it made, I 
think it spurred people on and the week just seemed to to 
fly by” 
 
The RPIW gave participants a sense of purpose that they felt nostalgic for when the 
workshop week was over: 
 
Polly: 
(Process Owner) 
“I was quite upset really I was a bit bereft…went back on 
the Monday thinking ‘oh, I wish it was this time last week’” 
 
The positive nature of the Lean experience was a surprise to participants and 
assumptions that clinicians were resistant to change were challenged.  Participants’ 
accounts depict generalised views of RPIWs as being unpleasantly challenging with 
conflict, hostility, winners and losers.  To have experienced a positive RPIW was 
regarded as good fortune and a unique occurrence: 
 
Tom: 
(Team Member) 
“Generally people who work in healthcare are resistant to 
change so it was interesting that, erm, people were sort of 
taking that on board and they were quite happy to do 
something different, erm, but I wouldn't necessarily have 
expected, I think” 
  
Polly: 
(Process Owner) 
“It was probably unique the fact that we did have so much 
positivity. I think some of them have been, been a bit more 
challenging” 
  
Polly: 
(Process Owner) 
“I think we're very fortunate really to, to have such a, a 
positive and enthusiastic one.  I don't think they've all been 
like that and I think it must be quite demoralising to, to run 
one where you haven't got the buy-in and you haven't got 
people actually enthusiastic” 
  
Olivia: 
(Observer) 
“It’s not always the case with some RPIWs sometimes it 
can be a bit of a battlefield” 
 
The positivity of the experience was regarded as being a result of the positive 
attitude of those involved and the fact that the change being implemented using the 
RPIW Lean tool was ‘barn door obvious’: 
 
Polly: 
(Process Owner) 
“I don’t think it’s been particularly difficult or stressful 
because of the people that we’ve had on board.  Everyone’s 
been really proactive and very positive.  I think it would be 
much more difficult if people had been the opposite of what 
they have been…I just hope that all the other ones are as 
positive” 
  
Anna: 
(Advisory) 
“The Community Matrons that were delivering it were 
thoroughly engaged with it as a positive thing and very 
much ‘yes we can’ and I think if they’d’ve been, ‘ah well, 
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you know and all that’ then that may have swung it in a 
different direction” 
  
Anna: 
(Advisory) 
“It was such a barn-door obvious thing to do, I don’t think it 
was ever going to be a difficult one”  
 
Overall, feelings related to Lean and the RPIW were mixed.   Feelings of scepticism 
towards Lean as part of an improvement strategy for the National Health Service 
(NHS) were juxtaposed with feelings of belief and confidence in RPIWs as a Lean 
tool to bring about change.  Specifically related to their RPIW, both positive and 
negative valence emotions were evident.  On the one hand they felt hopeful, 
confident, optimistic and excited because they believed their RPIW would be 
successful.  On the other hand, because participants were aware of scrutiny and 
other’s expectations, they feared failure, as well as feeling anxious about potential 
clinical risks associated with their change.  
 
6.4 Theme 2: Emotions related to self 
Participants perceived their invitation (or omission from invitation) to the RPIW as a 
reflection of their value to the organisation.  In these instances, feeling valued was in 
relation to their potential contribution to the process.  Participants believed they 
should be invited to the RPIW because of the knowledge and experience they had 
with patients requiring IV antibiotics.  When this value was recognised through 
invitation to the RPIW, participants felt gratified.  When participants were not 
included as part of formal invitation to the RPIW, they felt aggrieved and were 
affronted by this lack of recognition.  It drove them to invite themselves to the RPIW: 
 
Tracey: 
(Team Member) 
“I believe that I should be asked and I was asked” 
  
Theresa: 
(Team Member) 
“Quite accidently…I was asked as an afterthought.  It was 
only when I was talking to the leads…it was just a general 
conversation and when she mentioned what it was, I 
remember saying ‘well don’t you think I should’ve been 
involved as front-of-house, this is where the people 
come?’…so it was really an afterthought as opposed to you 
know, let’s get people round.  I think specific people were 
there, but I just jumped in” 
 
In the same vein, participants felt they were being invested in by being asked to be 
part of the RPIW, and by being allowed the time to do so.  Feelings of being valued 
and self-worth are apparent: 
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Polly: 
(Process Owner) 
“If they’re giving me five days out of my job they must think 
that I’m worth being part of this team is kind of that feeling 
of being invested in… it’s that value isn’t it, to being 
considered a valuable member of the team to go and be 
part of it…giving people that permission to have that time 
away from the day-to-day job” 
 
Feeling valued was also described in relation to participants’ actual contribution to 
the process.  The recognition of personal contribution to the RPIW through positive 
feedback from colleagues and managers made participants feel valued and proud to 
have been associated with the RPIW: 
 
Tom: 
(Team Member) 
“I felt quite valued” 
  
Wendy: 
(Workshop Leader) 
“I’ve had senior people say ‘oh have you heard about that’ 
you know and then I’ve put up and gone ‘yeah I was part of 
that’…it’s still getting talked about in the organisation and to 
have your name tied to something like that, you feel quite 
honoured to be a part of that” 
 
Correspondingly, where recognition of contribution was not recognised, participants 
felt aggrieved: 
 
Theresa: 
(Team Member) 
“We don’t see the impact, we don’t have, you know, nobody 
pats you on the back and says, you know, thanks for getting 
rid of them nine miles”  
 
Professional and personal values related to care, compassion and empathy were 
evident in participants’ accounts of their personal contribution to patient care 
through the process of the RPIW.  Their view of ‘self’ as an advocate for patient care 
was affirmed and they felt validated by undertaking meaningful work: 
 
Theresa: 
(Team Member) 
“As a nurse it was quite upsetting…her experience of 
feeling isolated, feeling unsafe, erm, you just think you don’t 
want anybody to feel like that when they’re in hospital…it 
just brings it home…we’re not actually sitting round the 
table juggling pieces of paper, this is gonna have a direct 
impact” 
  
Polly: 
(Process Owner) 
“It was really key that we got a, a, a patient that ‘cos that's 
always very powerful to everybody it makes people kind of 
sit up and think ‘actually yeah this is why we’re doing it’ 
we’re not doing it just to save money or to free up a band 
five from doing this.  It's about those kind of, it’s getting 
back to the nitty-gritty really which is that, what we’re here 
for, for the patient” 
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Wendy: 
(Workshop Leader) 
“I got a real buzz for it because I was close to the staff on 
the shop floor and I was close to the patient and I’ve always 
had an advocate for being close to the patient and patient 
care” 
  
Wanda: 
(Workshop Leader) 
“I really enjoyed working within the clinical area ‘cos it’s that 
long since I worked with a clinical area it was good to be 
part of something that related specifically to a patient.  And I 
really enjoy that part of it” 
 
Some participants were selected to undertake Lean Leader training as part of the 
organisations’ Lean improvement strategy to develop staff’s knowledge and skills in 
Lean principles and tools.  There was a sense of prestige in being asked to 
undertake this training.  The invitation was regarded as a declaration of faith by 
senior management in one’s abilities and evoked feelings of pride, happiness and a 
sense of self-worth and personal value to the organisation: 
 
Polly: 
(Process Owner) 
“I was quite happy to be, erm asked to do it.  I think that, I 
felt that, erm quite, erm, quite pleased really…I knew it was 
quite hard, quite tough and I thought they obviously think I 
can cope with it and manage it…I thought is this kind of 
what they’re thinking that might be part of my future career 
path and obviously giving me an opportunity…I knew it was 
an up and coming model that the organisation were putting 
more senior people through than me” 
  
Wanda: 
(Workshop Leader) 
“I was pleased to be asked…I was pleased to be given the 
opportunity” 
 
Despite these positive valence emotions, participants also felt daunted by their Lean 
Leader responsibilities and experienced reluctance, apprehension, panic and self-
doubt:  
 
Wendy: 
(Workshop Leader) 
“I was told when I came back to the team I had to do the 
RPIW training and do the RPIWs and I thought, you know, 
bite the bullet and do it… I was like, urrggh, you know okay 
I have to do it ‘cos I’m back in the team…the whole training 
aspect I was a little bit ‘oh god I don’t know if I wanna do 
this’” 
  
Wendy: 
(Workshop Leader) 
“I found it a little bit daunting that I didn’t know anything and 
then I’d been put down to do the training I was like ‘Ooooo, I 
don’t know if I can do this!’. You know, but you always you 
always self-doubt sometimes…you think ‘oh my god we’ll 
never do this’” 
  
Wanda: 
(Workshop Leader) 
“You go through that panic, ‘right can I give it the 
commitment it needs’” 
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Wendy: 
(Workshop Leader) 
“You’re a bit apprehensive, ‘well can I do this?’ because you 
always question yourself don’t you so you’re apprehensive, 
it’s a new thing.  You want to do alright.  I mean me, I want 
to do well in everything I do so you’re frightened of failure” 
 
However, on completion of Lean Leader training, participants developed self-
confidence and they thoroughly enjoyed the experience: 
 
Wanda: 
(Workshop Leader) 
“It’s done wonders for my confidence…it’s definitely given 
me more confidence, erm, I’ve learned some really good 
things from it like tools I can use in other work that I do, 
erm, and I just totally enjoyed it” 
  
Wendy: 
(Workshop Leader) 
“Going through the training coming out of the training, felt 
really confident and enjoyed it” 
 
Participants’ accounts emphasise the significance of invitation to be part of Lean 
implementation is in terms of conception of self as a valuable member of the 
organisation.  Furthermore, being part the Lean improvement efforts, participants 
value the opportunity to enact their conceptualisation of self as a caring, 
compassionate professional.  The associated positive valence feelings counteracted 
negative valence feelings of apprehension, panic and self-doubt with the outcome of 
the Lean experience being growth in confidence and feelings of pleasure. 
 
6.5 Theme 3: Emotions related to others 
Friendships were formed as part of the Lean experience.  Participants 
acknowledged the importance of building rapport and relationships and, through this 
social bonding, offered one another mutual support throughout Lean training and 
Lean implementation.  They recognised the challenges of Lean Leader 
responsibilities and empathised with one another, hoping that any support offered 
would be reciprocated:  
 
Polly: 
(Process Owner) 
“We all did our training together we all became friends and I 
think it was just nice to help each other out 
really…supporting the Workshop Leads because I know 
they put so much work in it and so much time out of the day 
job to do it that I just thought if I could help them 
supplement them at any point then it would with help with 
them because they’re still doing the day job as well, so, and 
I would like to think that somebody would do it for me when 
I come to do mine” 
  
Wendy: 
(Workshop Leader) 
“It’s not solely about your data collection and understanding 
the project and understanding what your week’s gonna 
entail and getting all the right evidence, it’s also who are 
 238 
these people that I’m doing this with?  And you know, 
building up relationships with them because you’ve got to 
have that rapport with them because you’re gonna be with 
them again for another full week and you’re gonna have 
defined roles and you’ve each got to support one another” 
 
Social bonding that is elevated beyond professional working relationships was 
important in relation to participants feeling confident and enjoying their Lean 
experience.  These relationships and mutual support were valued and evoked 
feelings of happiness, satisfaction, pride, confidence and feeling supported: 
 
Polly: 
(Process Owner) 
“When I met the people in the team I knew that I wouldn’t 
have a problem doing it with them and they wouldn’t have a 
problem with me chasing them or prompting them ‘have you 
done this and have you done that have you done the other’” 
  
Wendy: 
(Workshop Leader) 
“I think me and [Wanda] complemented each other very 
well because when I wasn’t doing something I was making 
sure she was alright and I was doing the running and doing 
that and vice versa and I think that really works” 
  
Wendy: 
(Workshop Leader) 
“We were [a] really good team and we supported each other 
that week really well” 
  
Tracey: 
(Team Member) 
“Team was great, good communication, good support, was 
absolutely everything great” 
  
Theresa: 
(Team Member) 
“I’ve lots of new friends now!” 
 
The format of the RPIW facilitated relationships and communication by breaking 
down organisational and professional barriers.  Physical attendance at the workshop 
week meant that individuals met and worked with one another in person rather than 
communicating through emails as they previously had.  This offered an opportunity 
to understand and appreciate diversity of perspectives and ways of working, thus 
developing group cohesiveness:   
 
Wendy: 
(Workshop Leader) 
“It was that joined up conversation rather than ‘this is what 
will happen to us, and this is what’ll happen to us then’…it 
was nice for both of them to have a say…what I liked as 
well is the integrated approach and the networking…I think 
it’s been really good...me personally I think it’s great” 
  
Polly: 
(Process Owner) 
“Because we’re setting up a service that various people 
have wanted…but nobody’s ever brought it all together and 
joined it up…we got an understanding of each other’s roles, 
we got to appreciate how things are different…we got the 
team dynamics sorted” 
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Indeed, the importance of senior management investing time in people to work 
together was regarded as key to the development of group cohesiveness and 
feeling of value: 
 
Olivia: 
(Observer) 
“It’s really important that you are released for the five days 
so that you can actually get that cohesiveness” 
  
Tom: 
(Team Member) 
“It would’ve been nice to be there for the first day when 
everything was explained ‘cos I think I missed that with 
joining a little bit later…I’d have liked to have known that it 
was happening so that I could have prepared a little bit 
more…I felt at the time not particularly useful” 
 
Additionally, attendance at the workshop did not require participants to wear their 
usual uniforms.  Everyone attended in casual clothing.  Removal of artefacts that 
symbolise organisational position and power engendered feelings of equality and 
comfort.  This allowed participants to interact in an authentic manner (relax and 
behave naturally) and as such, form relationships with colleagues they may 
otherwise have not formed such a relationship with: 
 
Theresa: 
(Team Member) 
“I’ve met lots of people in the organisation that to me have 
just been names on the bottom of an email before” 
  
Theresa: 
(Team Member) 
“When you see people in uniform then it’s intimidating 
because a lot of these people were very senior in the 
organisation and you think, ‘I’ve shared a joke with you or 
I’ve shared my sweets with you and if you’d’ve been in 
uniform I wouldn’t have actually spoken to you’.  So that 
barrier has gone when you’re all in your day clothes.  We’re 
all on the same level playing field.  Even though I consider 
myself senior, there were still people senior to me that 
you’re intimidated by the uniform so that goes out the 
window… we built new, forged new relationships then” 
 
At times, group cohesiveness was threatened by undesirable behaviour that had to 
be managed.  Behaviour that was deemed undesirable by participants was lack of 
commitment to the group and dominance that was not conducive to shared group 
decision-making.  In these circumstances management of behaviour included 
managing others and managing self.  For managing others, participants tried to stop 
one individual from being part of the RPIW team, highlighting attempts to influence 
the RPIW participant selection process.  However, this was thwarted by the 
individual’s line manager.  Instead, this individual’s behaviour, which was a source 
of frustration, was managed by ensuring commitment through holding to account. 
 
Olivia: 
(Observer) 
“I think that they knew about that person in advance and 
they tried to have not to have her there as a Team Member, 
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to have her as an Advisory, but she was told by her line 
manager that she had to attend for the week” 
  
Olivia: 
(Observer) 
“One member of the team that went in and out when she 
wanted to and that was bit naughty really but I think they 
handled her fairly well given the circumstances…she did 
what she usually does was pick up bits that she liked to do 
and then when she needed to deliver, disappears.  So I 
think they knew about her pattern of her behaviour, it’s 
known, and I think they despite the fact that, she did do it 
and it did cause tension but it handled it well, and she 
delivered on, at the end of the day” 
  
Wendy: 
(Workshop Leader) 
“You’ll get people who are late back and that’ll frustrate the 
hell out of someone like me…there was a couple of people 
that were a bit disruptive at the beginning and a little bit 
towards the end of the week…I think that situation was 
handled” 
 
Whilst this was an example of influencing the behaviour and actions of fellow 
participants, there were instances of self-management where participants chose to 
remove themselves from undesirable group situations rather than try to influence or 
change the behaviour of others.  In these situations, participants noted sub-group 
formations with a corresponding self-interest driving decision-making instead of the 
desired group consensus.  For Theresa, the resultant conflict within the group was 
extremely uncomfortable and she drew on the analogy of physical pain to describe 
the impact this had on her.  Anna, on the other hand, was frustrated and felt 
contemptuous.  She was concerned about the risk this behaviour posed for the 
success of the RPIW.  Her account provides a perception that RPIWs should be 
driven by rationality rather than emotion: 
 
Theresa: 
(Team Member) 
“I did [get] quite a headache and I did think…’uh, I can’t go 
through this again tomorrow…there was some strong 
people that clashed… I can be quite verbal and vocal 
myself but then there’s instances where I’m not and I just 
think, ‘I’m not actually gonna say anything ‘cos that’ll make 
a bigger impact’, because I don’t need to…I thought ‘right 
tomorrow I’m not gonna sit there ‘cos then I won’t be in that 
group I’ll be in another group’” 
  
Wendy: 
(Workshop Leader) 
“I felt that our group did some of that cliquiness” 
  
Anna: 
(Advisor) 
“Some people are naturally very dominant and they come 
from maybe a narrowed focus…I felt on that one there were 
some people that closed down the discussion or didn’t 
engage with certain parts of it and that meant it wasn’t a 
consensus…it’s about controlling your inner chimp and your 
emotional responses…and I wonder if it’s their emotions 
and their drive rather than look at the evidence ‘cos I think 
the key to RPIWs is you look at the evidence.  What is your 
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evidence for feeling that or thinking that?…what is your 
evidence that you need this special little bit or this special 
little bit, or this special little bit, why is that?  Well because 
everyone’s special…there’s something about that localism 
that I think can be a little bit risky” 
 
Overall, feelings related to others and development of group cohesiveness was 
central to participants’ experience of the RPIW as a positive shared experience.  As 
illustrated in Theme 2: Emotions related to self, there was both attraction to the 
group as an antecedent to group cohesiveness (self-worth and value in being part of 
the RPIW) and then, as a consequence of group cohesiveness there was a sense of 
satisfaction, unity and pride. 
 
6.6 Theme 4: Engagement with the RPIW 
The nature of the change being proposed was key to participants’ engagement with 
the RPIW.  The change would see the establishment of a new service that would 
address concerns and frustrations they had regarding service quality.  Intrinsic 
values related to patient care, and a shared motivation to improve patient care, were 
evident across participants accounts:  
 
Wanda: 
(Workshop Leader) 
“They all wanted it, all the staff who are used to dealing with 
this, with this particular pathway were used to dealing with it 
and they all knew that it could be done differently and better 
so they were all on board with it” 
  
Polly: 
(Process Owner) 
“This is for the patient but in doing so we could free up bed 
days, we could save money” 
  
Theresa: 
(Team Member) 
“We’ve got queues on the corridor, ambulance queues 
because we can’t get our patients moved out…it’s that 
frustration from front-of-house that you think, you know, 
‘why does the Acute Trust let this go on?...Why’s it taken so 
long?  It shouldn’t’ve taken so long” 
  
Tracey: 
(Team Member) 
“This was opportunity in this workshop to expand, to fulfil, to 
develop all service for bronchiectatic patient…have really 
proper physiotherapy input” 
 
This experience meant that there was no need for persuasion or influence to gain 
clinician’s engagement with the RPIW.  The buy-in was already there and feelings of 
passion were observed and described: 
 
Wanda: 
(Workshop Leader) 
“The buy-in was already there purely from the experience.  
We didn’t need to have that evidence to kind of, to actually 
change someone’s opinion so it worked for us… there was 
a lot of passion there” 
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Wendy: 
(Workshop Leader) 
“It’s that passion that drives it” 
  
Polly: 
(Process Owner) 
“A subject that I was very much passionate about…I’ve 
always been so kind of passionate about getting an IV 
antibiotic service” 
 
Participants wanted the change to work and there was a sense of common purpose.  
Where risk in the process was identified, engagement extended to discretionary 
effort to mitigate against this and facilitate success of the RPIW: 
 
Olivia: 
(Observer) 
“One of the things about this team is that, though from the 
clinicians in different parts of the organisation is that it was 
needed and wanted by everyone” 
  
Wendy: 
(Workshop Leader) 
“Community were really on board and wanted this to 
happen” 
  
Theresa: 
(Team Member) 
“They wanted it to happen as opposed to ‘get in there and 
make this happen, I know that you don’t want it ‘cos it’ll 
increase your workload’ but that wasn’t the sense you got it 
was a sense of ‘this needs to happen’.  It’s best for our 
patients…the team really wanted it to work” 
  
Theresa: 
(Team Member) 
“You’ve got a common goal, you’re all there for the same 
thing” 
  
Olivia: 
(Observer) 
“Everybody was pulling together wanting the best, so that 
was good” 
  
Polly: 
(Process Owner) 
“I think I probably did more than what my role was as a 
Process Owner…I wanted to see it work…I think I probably 
did more than I should have as a Process Owner purely 
because I think that we needed that they needed a clinical 
aspect into it and because I have been so interested in it…I 
wanted to see it work” 
 
There was also some personal benefit and reward to be gained from participating in 
the RPIW, which was pleasing for participants.  This included an opportunity to 
learn, to support future career development and to reduce current workload 
pressures: 
 
Wanda: 
(Workshop Leader) 
“I was pleased to be given the opportunity…it’s probably 
having some methodology to work from rather than you 
apply what you think yourself or what you manage to find on 
the internet.  It’s actually having something concrete there 
that you can use and apply” 
  
Wendy: 
(Workshop Leader) 
“[it is] another skill to have on your CV” 
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Polly: 
(Process Owner) 
“Use it as a bit of a two-way thing, learning and developing 
but doing something that I’ve always wanted to do” 
  
Tom: 
(Team Member) 
“I can see it as a positive, you know, the fact that you’re 
taking patients off my ward saving a lot of workload for me” 
  
Theresa: 
(Team Member) 
“If somebody else is gonna come in and do your IVs then 
you’re not going to chase them away” 
 
Initial engagement with the RPIW was, therefore, largely driven by intrinsic factors.  
These factors related to frustration with service quality, professional values 
regarding patient care, a strong desire for success, and personal development.  
Maintaining this engagement was crucial to the progress of the RPIW process.  
Underlying maintenance of engagement was the notion of control as participants 
believed that they were empowered to make decisions: 
 
Polly: 
(Process Owner) 
“The benefits of it it's not just for the high senior leaders of 
the organisation it's your frontline staff who are making the 
changes…so it’s not about making huge, you know, huge 
changes that that, you know, that that need senior 
decisions, it’s it’s kind of your frontline clinical staff that can 
just kind of be involved…it’s just giving somebody that 
ownership” 
  
Olivia: 
(Observer) 
“What’s really exciting about this methodology is that is 
absolutely what the team are allowed to do... so it’s not only 
giving them an opportunity to, erm, through PDSA test 
various new ways of working, but also the authority to do it.  
Permission.  It’s permission to do it”  
 
However, to some degree the level of participant empowerment was perceptual, or 
rhetoric, rather than reality.  Decision-making power actually lay with those out-with 
the RPIW which was a source of frustration for participants.  Their confidence in the 
success of the RPIW was tested and they worried that engagement with the process 
would be lost: 
 
Wendy: 
(Workshop Leader) 
“There’s been a couple of hiccoughs that are 
organisationally, you know, we’ve got no control over that” 
  
Wanda: 
(Workshop Leader) 
“I asked the question during the RPIW week to the CCG 
representative saying ‘do you have a problem as a CCG 
representative that, erm, if we test this out in the community 
before we have an agreement on the contract? ‘No, that 
would be fine’.  But she then left the CCG and then they 
totally changed it.  They wanted that contract in place and 
agreed before they’d even put the patient through… I’m not 
confident that it’ll come together in the time it’s needed and 
I, I would love, love to be proved, proved wrong” 
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Polly: 
(Process Owner) 
“I think, erm, it’s starting to get a little bit complicated from 
the CCG point of view because it has to go to this 
committee and that committee and this meeting at quite a 
high level” 
  
Theresa: 
(Team Member) 
“It’s the political behind-the-scenes that seems to weigh 
things down…you’re so dependent on like the wider 
audience… that’s where we don’t have a 
decision…somebody that’s not part of the RPIW as such to 
say yes or now…somebody else deciding tick or 
cross…you want it started…we’ve done all the hard work, 
let’s put it into practice and you worry that the longer it takes 
people’s enthusiasm wanes a little bit ‘cos it’s dragging on 
too long” 
 
Moreover, when decision-making power and control was regarded as being entirely 
removed, feelings of anger and fear were evoked.  The RPIW group expressed 
anger as they felt that their participation in the process was pointless.  
Correspondingly, those leading the workshop feared losing the engagement of 
participants and so, feared losing the RPIW.  A sense of performance is portrayed 
with reference to the RPIW group being ‘the audience’: 
 
Wanda: 
(Workshop Leader) 
“We were losing the audience… it was like as as though 
somebody had actually put up a stop sign and it kind of felt 
like that everybody had kind of went (sharp intake of 
breath).  Came like a stop in their mind and it was like ‘oh 
what do we do now’” 
  
Wendy: 
(Workshop Leader) 
“There was a lot of switch off because they said ‘well there’s 
no point us being here, the decision’s made’ and we said 
‘no, no, no, this was guidance, this is not set in stone this is 
to help you, no, no, no’ and I thought oh my god, we’ve lost 
them.  We’ve lost them at this point and I I couldn’t, at that 
point I thought ‘this week ain’t gonna go ahead’… I just 
thought ‘oh my god’ all this work”   
 
Feelings of anxiety and fear are evident in these accounts alongside the 
responsibility Wanda and Wendy felt to not lose the RPIW.  Key to maintaining 
participant engagement was input from medical colleagues.  However, there was a 
tension between the need for medical input and securing that medical input.  
Participants’ accounts reveal the criticality of Consultant input for the success of the 
RPIW, the accepting resignation that any input is better than none, and the difficulty 
in securing Consultant input when the RPIW process was at risk of failing through 
participant disengagement.   In this instance, securing Consultant input was driven 
by feelings of desperation and achieved only through pleading: 
 
Wanda: 
(Workshop Leader) 
“Two of the Consultants that we had to, er, that we had to 
get down, my colleague rang them and, erm, they were first 
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of all, ‘oh well I’m just doing this and I need to do this’ and 
she pleaded with them.  You know, ‘you, you’re really 
important and we need you down as soon as possible, you 
know we really need your support and an answer from you’ 
and they listened to her which was you know good on her 
for having the persuasion skills” 
  
Wendy: 
(Workshop Leader) 
“It was probably the desperation in my voice…‘cos I was on 
the verge of it.  I was gonna run up to the rooms and knock 
on the doors really it was that desperate ‘cos I didn’t wanna 
lose it…if we hadn’t achieved that or if we couldn’t’ve got 
them doctors down that day with a lot of pleading, then I 
think we would’ve lost them.  Definitely would of lost them.  I 
don’t think some of them would’ve come back the next day, 
erm, but I think because we actioned it immediately and we 
got the right people there at the right time we got them back 
on track…they all come off the ceiling and calmed down a 
little bit” 
  
Polly: 
(Process Owner) 
“Getting the key people i.e. the Consultants the medical, the 
medical responsibility was a key area, erm, but just by 
contacting them and getting them in the room, erm, we kind 
of got that ironed out on day two…we could move on…we 
couldn’t have moved on without that answer” 
  
Theresa: 
(Team Member) 
“I know when we got the Consultant’s there and they ironed 
things out” 
  
Polly: 
(Process Owner) 
“Would have liked a bit more from a medical support point 
of view because I think that’s where we struggle” 
  
Olivia: 
(Observer) 
“We’ve had to accept that some of our Senior Consultants 
can only dip in for 2 days, 1 day, erm, but we’d rather have 
that than not have that”  
 
In summary, initial engagement with the RPIW is driven by feelings of frustration 
with the current situation and a passion to provide high quality patient care.  In terms 
of sustaining engagement, participants expect to have control over the RPIW and 
decisions made.  When this is threatened, there is sudden and dramatic 
disengagement.  Medical input is key to the notion of control and maintaining 
engagement, but this is difficult to secure.  
 
6.7 Theme 5: Physical, mental and emotional effort 
Participants invested significant effort into the RPIW.  They felt personally 
responsible for the RPIW and worked hard to meet the demands of the time-limited 
format of this Lean tool: 
 
Theresa: 
(Team Member) 
“It’s your baby, it’s your responsibility” 
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Polly: 
(Process Owner) 
“You’ve only got a week. You’ve got a massive amount of 
work to do in a week and you can’t digress…we need an 
action we need this completing you've got such and such 
matter of time. I think it's hard just keeping everybody on 
track really” 
  
Theresa: 
(Team Member) 
“It’s quite intense and it’s, it’s driven so you’ve got to be 
continually working” 
  
Wanda: 
(Workshop Leader) 
“It’s a very fast paced, erm, and the last one I did I was a 
Workshop Lead which, yeah, you know, at times you’re 
thinking ‘how on earth do they do this all the time? How on 
earth’ ‘cos you’re talking about one thing but you’re having 
to prepare in your head about the next thing that’s coming 
up.  There’s no like five minutes between saying like ‘let me 
just prepare mentally for that and…’ and it isn’t, it’s very fast 
moving” 
 
An element of personal cost to the effort expended is portrayed as participants 
describe exhaustion and the need to consider the impact on their health and well-
being.  Accounts of physical pain are expressed:  
 
Wendy: 
(Workshop Leader) 
“The lead up to it was exhausting…the six weeks leading up 
to that week, erm, was exhausting” 
  
Anna: 
(Advisor) 
 “I think the Tuesday and the creative day into Wednesday 
can be tiring” 
  
Wendy: 
(Workshop Leader) 
“There was a bit of a lull…I think Thursday they were burnt 
out a little bit and it’s getting that energy levels back up…it’s 
understanding personalities…because that takes your 
energy” 
  
Wanda: 
(Workshop Leader) 
“Very long days very intense days and the end of the week 
everybody was tired and worn out and I think a bit and I 
think a bit brain-dead” 
  
Polly: 
(Process Owner) 
“It was exhausting” 
  
Wendy: 
(Workshop Leader) 
“I was exhausted after that week…I went straight back into 
my secondment role and I was exhausted… I’m still 
tired…I’m mentally tired as well…the actual week was, it 
was long days…I could’ve done with a couple of days 
off…I’m still tired…you’ve got to look after your health and 
well-being a bit.  It’s great, erm, but you lose, you use a lot 
of energy both mentally and physically” 
  
Wendy: 
(Workshop Leader) 
“It’s like having a mammogram.  Anyone who tells you 
having a mammogram isn’t painful are lying because it’s the 
most painful experience you can go through. So I would be 
open and honest with them and say this is what you should, 
you know, prepare yourself for.  They mightn’t feel them 
emotions as the same as I did or at them points but they will 
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feel some of that.  Up and down moments as and when 
they go through the process” 
 
Emotions are central to the RPIW experience in Wendy’s account.  This is further 
reflected through Wanda’s conceptualisation of the experience as a journey 
depicted by fluctuating emotions: 
 
Wendy: 
(Workshop Leader) 
“It’s sort of a rollercoaster of emotions really…you’re 
holding different emotions, your emotions are up and down, 
up and down all week… it’s a mixture of emotions to start to 
end…I felt was exhausting from a facilitation point of view 
‘cos you’re holding all of them people to account but you’re 
holding different emotions” 
  
Wanda: 
(Workshop Leader) 
“We got warned beforehand that you always have your 
really your really high peaks and your really low peaks, erm, 
erm, and I think we did have them” 
 
The RPIW required the exertion of significant effort and ‘giving it your all’.  The time 
commitment, too, was demanding.  However, existing commitments related to 
participants’ professional and personal lives remained.  Participants describe how 
they struggled to manage these competing demands, the guilt they felt in doing so, 
and the fear they had regarding the ramifications of taking their time and attention 
away from existing commitments:  
 
Wanda: 
(Workshop Leader) 
“It’s a massive time commitment…that is hard, that’s the 
negative side of it in terms of the amount of time you’ve got 
to give, your preparation, you’re gathering your data, you’re 
following your pathways when you’re trying to do another 
job, that’s really hard to do…you’re giving it your all and 
you’re trying to balance what needs to be done for your 
RPIW along with the other workload” 
  
Wendy: 
(Workshop Leader) 
“It’s something else you’ve got to think about on top of your 
full-time day job and as well as, you know, people have got 
personal circumstances at home.  I know I have myself and 
that’s at your forefront of your head so, there’s everything 
and it’s sort of you wanna do it and you wanna do a good 
job, but you've got other stuff to do as well” 
  
Theresa: 
(Team Member) 
“You’re sat there thinking I’m sat here but actually my brain 
is still at work and I know I’ve still got problems there.  So 
for me it was hard to detach myself and I would, on the 
RPIW lunchtime, go back to work but then you get so 
embroiled that when you came back you couldn’t focus …I 
do struggle multi-tasking you know away from the day 
job…Oh I should be doing that, it’s Monday, I should be 
doing that now but I’m here at the RPIW and what will the 
ramifications be when I get back…feeling guilty trying to 
juggle the day job and the RPIW commitments” 
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However, the effort participants exert is bounded.  That is, most participants viewed 
their involvement in the RPIW as ending once the five-day workshop week is over 
and they transferred all responsibility for the RPIW to Polly as the Process Owner: 
 
Theresa: 
(Team Member) 
“You walk away…you’ve got your Process Lead which is 
[Polly] who basically is then left to carry everything because 
I’ve done my bit…I’ve walked away ‘cos I think my parts 
finished now” 
  
Wanda: 
(Workshop Leader) 
“Once it comes to an end you’re not involved in it, it’s over 
to the Process Owner…there isn’t really a role there, I go to 
Report Outs…but really that’s it…in essence you walk away 
from it” 
 
At this point in the RPIW timeline (the Report Out period), and as illustrated in the 
emotion graphs in section 6.2, there is a notable divergence in the pattern of 
positive and negative valence emotions between the RPIW leads and the RPIW 
team.  The RPIW team became emotionally detached as they ‘walked away’ from 
the RPIW after the five-day workshop had ended.  Their emotions maintained as 
neutral valence until events occurred that result in mixed emotions.  For example, 
Tracey experienced happiness as she gained the additional physiotherapy staffing 
she desired despite the RPIW being suspended, but at the same time Theresa 
experienced disappointment and sadness in response to the RPIW being 
suspended.   
 
However, for Polly as an RPIW lead, an extended period of negative valence 
emotions was evident.  The bounded perceptions of involvement with the RPIW 
negatively impacted the process and the person (Polly).  Progress slowed as 
participants returned to their day jobs and the RPIW was no longer a priority for 
them.  It was only Polly’s tenacity and perseverance that maintained momentum of 
the process.  In terms of emotional impact, Polly experienced negative valence 
emotions of anxiety and frustration.  She found the effort she had to exert to sustain 
the RPIW process difficult and tiring, but she remained driven by her intrinsic values 
related to patient care and commitment to succeed.  The notion of personality and 
being a ‘completer-finisher’ is highlighted as being key to maintaining progress of 
the RPIW: 
 
Polly: 
(Process Owner) 
“Everybody has now gone back to their ordinary day job 
and got swallowed up by their ordinary kind of things…other 
things are given more of a priority…it’s just keeping the 
momentum going and keeping at the front, erm, of peoples’ 
minds really but easier said than done” 
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Polly: 
(Process Owner) 
“Things appear to have tailored off a bit…I don’t want to 
lose the momentum because it’s so important to me…I feel 
like I need to pin people down…because I’m a completer-
finisher I do keep pushing and pushing…that’s my 
responsibility that’s what I signed up for… I’m quite happy 
to pull it all together and then I feed up and that’s my 
responsibility, that’s what I signed up for and that’s what I 
think I’m good at, is co-ordinating and pulling it 
together…it’s about your personality” 
  
Polly: 
(Process Owner) 
“It’s just perseverance…it’s perseverance to keep driving 
it…and plodding on through the treacle that you sometimes 
feel you’re plodding through… to keep the momentum going 
and I think that’s the hardest thing…I’ve just got other stuff 
on” 
 
Overall, participants’ accounts depict their Lean experience as an event, or journey, 
that required physical, mental and emotional effort.  The impact on participants’ 
health and well-being is highlighted with the experience being portrayed as, at 
times, all-consuming.   
 
6.8 Theme 6: Unmet expectations 
As discussed in Theme 1: Emotions related to Lean and the RPIW, participants had 
high expectations for the RPIW.  They did not doubt that the RPIW would be a 
success.  They were excited about the opportunity to realise long-held desires and 
pleased to have an opportunity for personal development.  When those expectations 
were not met, feelings of disappointment and sadness were evoked.  Furthermore, 
participants felt aggrieved and annoyed by the lack of return on investment of their 
time and effort.  This included questioning the value of the virtue of their actions to 
engage with the RPIW and the discretionary effort they applied: 
 
Tracey: 
(Team Member) 
“I’m really very disappointed, my expectation were too high.  
I don’t know.  But disappointment because what a great 
opportunity to do…sad about this… I am really in some way 
upset…never been involved in this type of workshop, but 
with this amount of hours were really, as clinician, gave to 
this project, nothing really came so it is disappointment” 
  
Theresa: 
(Team Member) 
“You’ve got to feel a bit of ‘what a waste of time’…what a 
waste of time of everybody’s energy.  All that work we’ve 
put in and then it’s just gonna stop with the word stop…at 
the time you do it because it’s a worthwhile cause and 
you’ve done the right thing.  Then to find out it’s all gonna 
stop, you think, and all that money round the table, all those 
experienced expensive people round the table, what a 
waste of money…I would say sad and then annoyed…it’s 
frustrating” 
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Wanda: 
(Workshop Leader) 
“Disappointed and I also felt disappointed for the people 
who hadn’t yet go through that process because you do put 
a lot of work effort into it, you know, we actually attended 
the days but there was homework to do as well so a lot of 
us were doing stuff at home and all that and, and I think it’s 
a shame… which is sad I feel” 
 
Wendy’s account depicts her Lean experience as having provided a sense of 
purpose.  It had been an all-consuming experience which had taken personal effort 
to engage with.  There was a sense of shock in the loss of the RPIW.  She was 
saddened and aggrieved her commitment to the process was not reciprocated.  
Despite being disillusioned and feeling upset, she remained philosophical.  Being let 
down was regarded as inevitable:  
 
Wendy: 
(Workshop Leader) 
“We committed to it, we were told we had to commit to it 
and then it’s pulled beneath our feet…I was just getting to 
grips with everything and really enjoying it, knew I had a 
focus on things and then yet again it was not meant to 
be…it’s a bit of a let-down, it’s a bit of disappointment really 
but it’s with everything isn’t it” 
  
Wendy: 
(Workshop Leader) 
“It was out of our hand really and then to lose the RPIW 
which, when I came back to the team 18 months ago, you 
know, we were living and breathing RPIW and the more I 
heard [Olivia] and them, ‘cos [Olivia] was the advocate for 
RPIW, the more I seen them the more I thought ‘oh no, how 
am I gonna get me head around this RPIW?’, er, but then 
going through it, it was good and I could see the rationale 
behind it because it is short snap change improvement, 
erm, so it’s, yeah, I’m a bit disappointed” 
 
Losing the RPIW resulted in participants questioning their belief in the method. 
Previously held scepticism was resurfaced: 
 
Theresa: 
(Team Member) 
“You think ‘do they actually work then?’” 
  
Wendy: 
(Workshop Leader) 
“What it’s done is make me think that when a new buzz 
thing like Lean… it goes off the boil and then something 
else will be in next year and that’s how I see it…I’ve seen 
these type of things happen before” 
 
The loss of the RPIW was part of organisational changes following the appointment 
of a new Chief Executive.  This was an extremely unpleasant experience and RPIW 
participants felt empathy towards their colleagues and group members who were 
personally affected by the changes: 
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Wendy: 
(Workshop Leader) 
“It’s just horrible here at the moment Siobhan, I can’t even 
imagine to how to tell you how it is…it’s just crazy” 
  
Wanda: 
(Workshop Leader) 
“It’s been very unsettled…hasn’t been nice” 
  
Polly: 
(Process Owner) 
“It was all just a bit, er, tense…for my colleagues it was, 
yeah, it was pretty brutal” 
 
Polly expressed a sense of relief when the entire process was over and she was 
able to return to her previous substantive role: 
 
Polly: 
(Process Owner) 
“I’m quite glad it’s all over” 
 
Wendy’s account emphasises the emotional investment people make in Lean 
implementation: 
 
Wendy: 
(Workshop Leader) 
“More support is required for staff going through the RPIW 
process because there is a lot of emotional investment in 
the process, it’s not just about the outputs.  Management 
tend to concentrate too much on the process side of things 
and there is a tick box mentality without thinking further 
about the investment people make with their time and 
emotions” 
 
In this quote from Wendy, and throughout participants’ accounts, the tension 
between the process and human elements of Lean is emphasised.  Wendy appeals 
for a greater focus on people and less on process. 
 
6.9 Global theme 
The Global theme is a claim that encapsulates the main propositions made in light 
of the Basic themes and summarised within the Organising themes (Attride-Striling, 
2001).  The Global theme that emerged is that participation in an RPIW is much 
more than a technical process as it influences how people feel about themselves, is 
based on relationships with others, and requires mental, physical and emotional 
effort, all of which influences engagement with, initiation of, and sustainability of 
RPIWs.  The relationship between the Basic, Organising and Global themes is 
illustrated in Table 6.4 and illustrated as a thematic network in Figure 6.3.
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Table 6.4 Basic-organising-global theme relationship 
Basic theme 
 
Organising 
theme 
Global theme 
 
Whilst participants were sceptical about Lean, the RPIW was regarded as a tool that would 
guarantee success and was occurring at a serendipitous moment so participants felt 
hopeful, confident, optimistic and excited. 
Pressure to succeed evoked feelings of anxiety and a fear of failure. 
The RPIW experience was tiring but a uniquely positive one that was rewarding and 
enjoyable, evoking feelings of happiness, pride, and a sense of purpose. 
Emotions 
related to Lean 
and the RPIW 
Participation in an 
RPIW is much more 
than a technical 
process as it 
influences how people 
feel about 
themselves, is based 
on relationships with 
others, and requires 
mental, physical and 
emotional effort, all of 
which influences 
engagement with, 
initiation of, and 
sustainability of 
RPIWs 
Being invited to be a part of an RPIW instils a sense of value and self-worth. 
Recognition of personal contribution and personal value to RPIWs is important. 
Participants experience self-doubt in relation to RPIW responsibilities evoking reluctance, 
apprehension and panic. 
Lean Leader training is an enjoyable experience and develops self-confidence. 
Emotions 
related to self 
Friendships are formed as part of the RPIW experience and such social bonding is valued 
in terms of mutual support and negating anxiety. 
The RPIW format broke down organisational and professional barriers which facilitated 
relationships, communication and feelings of equality. 
Emotions 
related to others 
Intrinsic values and passion to improve patient care facilitates engagement with an RPIW. 
The offer of personal benefit and reward facilitates engagement with an RPIW. 
Loss of decision-making power and control evokes anger and threatens engagement with 
an RPIW. 
Engagement 
with the RPIW 
Participating in Lean Leader training and an RPIW requires significant time commitment. 
Participants struggle to manage competing demands and feel anxious, fearful and guilty 
for taking their attention away from other personal and professional commitments. 
Maintaining momentum of an RPIW requires significant effort, tenacity and perseverance. 
Physical, mental 
and emotional 
effort 
Failure to meet expectations and realise desires evokes feelings of sadness, 
disappointment and a sense of loss. 
Participants feel aggrieved and let down when a return on investment of their commitment, 
time and effort is not realised. 
Scepticism towards RPIWs and Lean is provoked when expectations are not met. 
Unmet 
expectations 
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Figure 6.3 Thematic network 
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6.10 Summary 
This chapter has presented the findings of this study in the form of organising 
themes with illustrative quotes used to highlight the themes.  Pertinent issues 
related to the participants’ subjective, emotional experience of Lean through an 
RPIW have been identified and discussed.  The relationship between these issues 
will be explored, synthesised and set within the context of the extant literature in the 
next chapter.  
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Chapter 7 DISCUSSION 
7.1 Introduction 
The purpose of this chapter is to take the key conceptual findings from the thematic 
analysis, synthesise them and relate them back to the aim and objectives of the 
study: 
 
Aim:  
To explore the human experience of Lean as experienced through a Rapid 
Process Improvement Workshop (RPIW) 
 
Objectives: 
 To reveal the emotional experience of participating in an RPIW 
 To identify what aspects of an RPIW evoke emotional responses 
 To explore how individual’s emotional experience influences the RPIW 
process 
 
The focus of the discussion is on the Intravenous (IV) antibiotics at home RPIW, but 
transferrable learning to other RPIWs are offered as implications for practice 
throughout.  The synthesis of study findings includes interpretation of patterns 
evident across participants’ accounts of their subjective, emotional experience of 
Lean through participation in the RPIW.  The discussion includes setting the study’s 
findings within the context of the extant Lean literature and contemporary quality 
improvement literature in healthcare.  By situating the study findings in this way, the 
unique contribution to knowledge that this study offers is highlighted. 
 
7.2 Conceptualisation of RPIWs as a fundamentally human phenomenon 
The human experience of an RPIW is central to this research and has been 
explored in relation to the study aim and objectives.  No previous studies have 
viewed the application of Lean principles through an interpretivist lens that considers 
the subjective lived experience or social constructionist nature of Lean application in 
healthcare.  Given that Lean is not a physical, reified entity but a philosophy (a 
construct of the human mind) that only comes into being when enacted by people, 
this lack of interpretivist research fails to explore the fundamental humanistic 
aspects and nature of Lean.  As such, there are significant gaps in knowledge about 
the application of Lean which this study has recognised and addressed in the 
context of healthcare.  The phenomenological aspect of this case study has 
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revealed the emotional experiences of RPIW participants.  The symbolic 
interactionist aspect of this study has explored the socially constructed meaning of 
this experience as participants shared in the enactment of the RPIW.  The 
Organising themes created through Thematic Network Analysis encapsulate the 
main components of this emotional and social experience so that the aim of 
exploring the human experience of Lean through participation in an RPIW has been 
achieved through the objectives of the study.  The relationship between the study 
objectives and the study findings are depicted in Figure 7.1.  The solid arrows 
represent the directional link between the study objectives and the findings; that is, 
emotions that were revealed (findings) to reveal the emotional experience of 
participating in an RPIW (first objective).  The dotted arrows represent the 
directional link between the study findings and objectives.  That is, by revealing the 
cause of participants’ emotions (findings), the aspects of the RPIW that evoked an 
emotional response were identified (second objective) and their cognitive appraisal, 
tendency to act and response to the emotion (findings) identified the impact of that 
emotional experience on the RPIW process (third objective).  
 
 
Figure 7.1 Link between study objectives and study findings 
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The link between the study objectives and study findings, and the patterns across 
the thematic networks that relate to participants’ emotional experience and the 
influence that emotional experience had on the RPIW process, will now be 
synthesised and critically discussed. 
 
 
7.2.1 Emotions related to the RPIW that initiated engagement 
Intrinsic motivation 
An important and recurring concept spanning participants’ accounts is the desire to 
provide high quality patient care.  Previous studies have found that engagement 
with Lean was more probable where the initiative appeals to professional values 
(Robert et al, 2011; Waring and Bishop, 2010).  This study supports these findings 
but adds an additional dimension in terms of the related emotions.  The emotions 
underpinning engagement with Lean initiatives have not previously been identified.  
By revealing individuals’ emotions, the motivation to engage, or not, with an RPIW 
may be better understood.  With roots in the theory of Scientific Management 
(Taylor, 1911), the current process for engaging staff in an RPIW is data-driven and 
based on rationality:  
 
“the best way to create belief in a process is for participants to be able to see 
it in its entirety and to understand its logic”  
(Womack et al, 2005, p.6). 
 
Accordingly, the pre-five-day workshop preparation period in this case study, and as 
described in the Lean literature (Bicheno, 2008; Womack et al, 2005), includes 
mapping the current process and collecting associated data to demonstrate the 
existence, scope and root cause of the problem the RPIW aims to address.  There 
is no further consideration of securing buy-in to initiate the RPIW beyond this 
rational evidence.  Indeed, the Workshop Leaders in this case study regarded the 
pre-five-day workshop data collection as a mechanism by which they may ‘prove 
their point’ to colleagues; to prove that this RPIW was needed and to secure 
engagement with the process.  
 
However, in this case study, there was no requirement for lead RPIW participants to 
present evidence to gain buy-in through logical appeal.  The evidence existed in 
individuals’ experiences, and through strong emotion based on empathy.  
Engagement with the topic for the RPIW pre-existed the RPIW itself.  Feelings of 
compassion for patients and frustration with poor standards of current service 
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provision was upsetting and a strong motivator to improve the patient experience.  
Such professional values, and capacity for empathy, led to feelings of passion and, 
not only a will to engage with the RPIW, but the application of discretionary effort to 
support initiation of the RPIW process.  The shared experience of current service 
delivery and resultant emotions of frustration, upset and passion were fundamental 
to immediate and widespread engagement with the RPIW.  This was evident across 
professional and organisational boundaries and was demonstrated by those 
participating in the RPIW and those external to the process (such as the Home 
Team). 
 
The notion of engagement with a change initiative, and associated shared vision or 
purpose, is common amongst models for change and leadership for change in 
healthcare.  For example, the National Health Service (NHS) Change Model (NHS 
England, 2018) places ‘shared purpose’ at the centre of the model and the NHS 
Leadership Model (NHS Leadership Academy, 2013) includes ‘sharing the vision’ as 
one of its nine dimensions for effective leadership.  Specifically, in relation to quality 
improvement in healthcare, the recommendations for organisational improvement 
strategy and engaging staff reflect those highlighted in the Lean literature review 
discussed in Chapter 3; that is a commitment to vision and strategy from senior 
leaders, empowering staff, and ensuring capacity and capability through financial 
investment and staff training (Jabbal and Lewis, 2018).  The findings from this study 
support change management and leadership models applied to the NHS regarding 
the need for a shared vision.  However, the emphasis presented here is that shared 
vision is created through common emotional experiences and the human capacity to 
empathise with fellow humans and their suffering.  Emotions of sadness, frustration, 
disbelief and passion galvanize people and in turn, this supports the RPIW process.  
There was immediate engagement and impetus for the RPIW from the beginning. 
 
The implications for practice, therefore, are that the pre-workshop data collection 
period for RPIWs should include exploration of individuals’ (potential RPIW 
participants) emotional experiences.  An understanding of how people feel about the 
current situation may support an assessment of how much support there may be for 
the RPIW and how viable the RPIW is in terms of engagement with, and initiation of, 
the process. 
 
Extrinsic motivation 
The passion and enthusiasm for the RPIW, and shared vision for future service 
delivery, was set within the context of an organisational culture of improvement.  
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The Lean literature suggests that a conducive organisational culture will maximise 
the effectiveness of Lean implementation (Liker, 2004; Radnor et al, 2006; Radnor, 
Holweg and Waring, 2012; Bercaw, 2013; Liker and Morgan, 2006; Ballé, 2005; 
Spear, 2005). The prevailing assumption being that managers and leaders may 
engender cultural change through influencing employees’ values, beliefs and 
behaviours towards a pre-determined state.  Indeed, this case study demonstrated 
the development of an organisational culture in relation to Lean implementation.  An 
improvement culture was evident and reflected in participants’ acceptance of Lean 
principles and RPIWs as the norm.  This cultural dimension was clearly driven from 
the Chief Executive.  Existing research views such visible senior leader commitment 
to Lean as a critical success factor for Lean implementation (Al-Balushi et al, 2014; 
Radnor et al, 2006; Rees, 2014; Lindskog et al, 2016; Morrow, Robert and Maben, 
2014; Steed, 2012).  The claims are that staff will engage with Lean if they observe 
visible commitment to Lean from senior leaders.  What the Lean literature fails to 
provide is an exploration of this proposed relationship.  
 
Although linear causality is not suggested here (as it is in the Lean literature), what 
this case study has done is illuminate individuals’ interpretations of visible senior 
leader commitment to Lean as they make sense of what this means to them and the 
emotions this evoked.  First, participants felt accountable to the Chief Executive 
which enforced engagement with the RPIW; the culture induced conformity through 
anxiety.  Second, they were acutely aware of the attention RPIWs attracted within 
the organisation.  There was an air of expectation and scrutiny which led to 
participants feeling pressured and anxious.  And third, they feared failure.  They 
feared letting people down, they feared wasting time and money, and they feared 
making the wrong decisions and risking patient care.  As a result, participants 
exerted effort to ensure the success of the RPIW. 
 
The Lean literature suggests that visible senior leader commitment to Lean is a 
supportive mechanism in the sense that staff will be provided with direction.  This 
case study suggests that such senior leader commitment may be perceived in a 
more punitive sense that evokes fear and anxiety.  That, by being held accountable 
to the Chief Executive, staff have no choice but to engage with Lean.  At the same 
time, the Chief Executive’s commitment to RPIWs engendered positive emotions 
related to confidence, belief and optimism.  In this sense, accountability to the Chief 
Executive was regarded as effectuating success because participants knew others 
(as well as themselves) had to engage with the RPIW and complete any actions 
assigned to them.  Therefore, from an individual perspective accountability and 
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expectation led to negative valence emotions (anxiety, fear).  However, from a 
group perspective accountability and expectation led to positive valence emotions 
(confidence, belief, optimism). 
 
Participants believed in an opportunistic moment in time to capitalise on this current 
context and, overall, a situation of both ‘pull’ and ‘push’ influence and engagement 
(Harrison, 2018) was evident.  A ‘pull’ towards the RPIW driven by values related to 
patient care and the predominant emotion of passion.  A ‘push’ towards 
engagement driven by accountability and the predominant emotion of fear.  Such 
engagement and resultant behaviour are recognised in psychology as being 
intrinsically motivated (directed by personal interest) and extrinsically motivated 
(governed by external mechanisms such as incentives or punishment) (Cerasoli et 
al, 2014).  Both motivators, and the corresponding emotions, facilitated the RPIW 
process through engagement with the RPIW and the application of effort to initiate 
and sustain the process.  Indeed, the concept of intrinsic and extrinsic motivation to 
engage with improvement activities is recognised in the healthcare quality 
improvement literature (NHS England, 2018; Bevan and Fairman, 2014; Allcock et 
al, 2015).  The potential impact, and benefit, of both motivational factors are 
recognised but recommendations are an emphasis on intrinsic motivation (Allcock et 
al, 2015).  For example, the NHS Change Model recognises the centrality of intrinsic 
motivation (pull) to engage staff in a change and that extrinsic factors (push) such 
as commands or pressure to perform, rewards, competition or compliance, do not 
deliver effective sustainable change (NHS England, 2018).  The recommended 
approach for engaging staff in quality improvement is to emphasise intrinsic 
motivation and emotional connection as “this is a pre-requisite for calling people to 
take action based on their convictions and values as we move from ‘have to’ to 
‘want to’ change” (Bevan and Fariman, 2014, p.18). 
 
The findings of this study therefore suggest that organisational culture and context 
affected individuals’ perceptions of, and emotions in relation to, the RPIW.  
Specifically, fear of failure and belief in success are juxtaposed when RPIWs are 
integrated into organisational culture through senior leader commitment to Lean.  
There are practice implications of this in terms of buy-in to Lean (and RPIWs) and 
whether this is predominantly intrinsically, or extrinsically motivated.  There should 
be an emphasis on intrinsic motivation if effective, sustainable change is to be 
realised.  Therefore, if visible senior leader commitment to Lean is part of 
organisational strategy to engage staff, the interpretation of what this means to 
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individuals should be explored to understand if this leads to perceptions of support 
and direction, or negative valence emotions such as fear and anxiety. 
 
7.2.2 Emotions related to others that initiated and sustained the RPIW 
Previous research related to Lean initiatives acknowledges the concept of group 
cohesiveness (Knapp, 2015; Rees, 2014; Hamilton et al, 2014).  However, this is in 
the context of existing organisational teams working in substantive roles, not teams 
established as a temporary ‘Lean group’ as in the case of an RPIW.  In this case 
study, the notion of group cohesiveness was evident across participants’ accounts 
and was created through unity of purpose as participants galvanised their efforts 
towards a shared goal.  In this sense, group cohesiveness was fundamental in early 
engagement and, therefore, initiation of the RPIW process.  However, there was 
evidence of multiple layers related to the concepts of purpose and goal.  On one 
hand, belonging to the group was a goal in and of itself; holding positive valence in 
respect to prestige and recognition of one’s own value.  On the other hand, is the 
extent to which the RPIW mediated goals that were important to participants.  Some 
of these goals related to personal benefit, such as reduction in personal workload or 
career advancement.  Others related to the shared desire to improve patient care.  
In either case, the RPIW offered potential realisation of these goals which required 
interdependent interaction with other participants.  The result was engagement with 
the RPIW and collaboration to facilitate the process. 
 
Integral to group cohesiveness was the experience of positive valence emotions.  
They included feelings of self-worth, a sense of belonging and emotions of pleasure, 
satisfaction, and feeling valued.  Turner and Stets (2005, p.1) highlight that “one of 
the unique features of humans is their reliance on emotions to form social bonds”, 
and that emotions are the ‘glue’ that binds people together to commit to social and 
cultural structures.  In this case study, emotions were key in participants’ 
commitment to the RPIW process as a shared, group endeavour.  In this sense, 
participants’ emotional experience based on social bonding was fundamental to the 
RPIW process. 
 
In particular, participants valued the friendships they formed with one another.  
Friendship, empathy and mutual support were important for participants to feel 
confident in their RPIW role and in turn, this helped them to fulfil their RPIW role 
requirements.  The formation of friendships was facilitated by the absence of 
uniform which symbolised organisational hierarchy.  Participants felt comfortable to 
interact with one another in a relaxed manner that they may otherwise have not 
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done.  The promotion of equality created an environment that improved 
communication and the development of friendships.  The notion of hierarchy and its 
effect on change processes is not evident in the healthcare quality improvement 
literature.  Any reference to hierarchical position tends to be in relation to the 
importance of engaging doctors in quality improvement initiatives to secure their 
leadership, clinical expertise and involvement as a staff group who work across 
systems, on the frontline, and potential to be effective change agents (Till, Banerjee 
and McKimm, 2015; Institute of Healthcare Improvement, 2007; Powell, Rushmer 
and Davies, 2009) rather than any notion of hierarchical power or authority.  In this 
case study, the creation of equality and development of relationships was facilitated 
through the absence of symbols of hierarchy, namely uniform.  As such, it may be 
argued that referent power 11 facilitated relationships and the resultant mutual 
support through friendship, and that the legitimate power 12associated with each 
participant’s professional group was less likely to have influenced this aspect of 
group socialisation and support.   
 
The emphasis in the Lean literature is that support for staff involved in Lean 
initiatives is provided through adequate training (Al-Balushi et al, 2014; Anthony and 
Kumar, 2012; Leggat et al, 2015; Morrow et al, 2012; Morrow, Robert and Maben, 
2014; Noori, 2015; White, Butterworth and Wells, 2017).  This is reflected in the 
healthcare quality improvement literature, but there is recognition here that on-going 
support in the form of coaching and mentorship is important (Allcock et al, 2015; 
Jones and Woodhead, 2015; Fillingham and Massey, 2018).  However, the findings 
from this case study emphasise the value of support from personal relationships 
rather than knowledge exchange.  This was particularly evident for those in lead 
RPIW roles as they experienced feelings of self-doubt, anxiety and fear of failure in 
the fulfilment of their RPIW role.  The close emotional ties they formed with one 
another were a source of both psychological and practical support.  Comfort and 
reassurance from personal relationships engendered confidence in the RPIW role, 
and friendship facilitated discretionary effort to support one another in completion of 
role tasks.  As such, the RPIW process was significantly supported by the formation 
of friendships. 
 
                                               
11 Referent power relates to personal affiliation with another person or a group based on 
shared personal connection (Raven, 2008) 
12 Legitimate power relates to an appointed position of authority and a person’s acceptance 
of that authority (Raven, 2008) 
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The implications of this are, therefore, that the RPIW process is not facilitated by 
training, knowledge exchange and following the technical, prescribed methods 
alone.  The findings of this case study suggest that progress of the process is 
significantly facilitated by personal relationships.  This has practice implications for 
the RPIW participant selection process.  As well as considering an individual’s 
emotional connection to, and intrinsic ‘pull’ towards the RPIW, it may be beneficial to 
consider the potential for the formation of personal relationships between lead RPIW 
participants.  This may negate RPIWs which participants have described as 
‘battlefields’ and help explain why the IV antibiotics at home RPIW was regarded as 
‘unique’ and ‘positive’.  In this case study, the lead RPIW participants developed 
their personal relationships during their initial Lean Leader training.  Where this 
training is not part of the lead RPIW participants RPIW experience, other suitable 
opportunities should be provided before the five-day workshop for those individuals 
to develop social bonds. 
  
7.2.3 Emotions related to the RPIW that sustained the process 
This case study has provided novel insights into the RPIW participant selection 
process.  The standard process is to select the RPIW team based on the aim of the 
RPIW to ensure individuals with subject experience and expertise are part of the 
team (Bicheno, 2008).  In the Trust that was the site for this case study, this process 
was followed.  The Sponsor identified staff based on their substantive job role, and if 
they were not available, managers nominated suitable alternative members of staff.  
What this case study has revealed is that personal characteristics of RPIW 
participants as well as their initial emotional connection to the topic of the RPIW (as 
discussed in section 7.2.1) are important considerations for the selection of RPIW 
participants.  Arguably, these factors should take precedence over job role as the 
main selection criterion because throughout participants’ accounts the emotional 
connection the RPIW held with individuals was key to their sustained effort with the 
process.  This was most evident during the Report Out period.  Passion was a 
significant emotion.  Passion drove discretionary effort during the pre-five-day 
workshop preparation period.  Passion and enthusiasm united the group during the 
five-day workshop, and passion sustained the process during times of challenge 
and during the Report Out period. 
 
The importance of personal characteristics was revealed at this stage in the RPIW 
process.  Indeed, participants explicitly referred to Belbin’s team roles (Belbin, 2010) 
and the concept of ‘the right person’ for RPIW roles – and ultimately the success of 
the RPIW.  This was particularly significant in the role of Process Owner.  The 
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Process Owner takes responsibility for the follow-up of the RPIW team’s actions 
after the five-day workshop (Lean Health Services, 2018; Bicheno, 2008).  In this 
case study, the Process Owner’s self-assessment as a ‘completer-finisher’ (Belbin, 
2010) was regarded by her and her colleagues as an essential trait to ensure 
sustainability of the RPIW.  There is no evidence in the Lean literature regarding the 
concept of the ‘right’ person for an RPIW role and there are no criteria for assigning 
RPIW roles.  In the healthcare quality improvement literature, there is 
acknowledgement of ensuring teams have people with “critical capabilities” including 
systems leadership, improvement skills or technical expertise and compassionate, 
inclusive, effective day-to-day leadership at all levels (NHS Improvement, 2019, p.2; 
Institute for Healthcare Improvement, 2019).  However, there is no evidence 
regarding the right person for the right role in terms of personal characteristics.  The 
findings from this case study would suggest there is such a concept as the ‘right’ 
person for the ‘right’ role from a personal characteristic perspective, and that an 
individual’s substantive job role alone is insufficient as the selection criterion for 
RPIW role assignation. 
 
The implications for practice are that the RPIW participant selection process should 
firstly include an exploration of individual’s emotional connections to the topic of the 
RPIW.  Subject expertise and job roles did not sustain the RPIW process in this 
case study; passion did.  The assignation of RPIW roles should then be based on 
an assessment of an individual’s personal characteristics in relation to the 
requirements of the RPIW role.  This case study only highlighted the need for an 
individual with Belbin’s (2010) ‘completer-finisher’ team role characteristics to be 
assigned the role of Process Owner.  There may be scope for further research to 
explore this relationship in more depth, across the range of RPIW roles and by 
considering alternative personal effectiveness or personality type tools, for example, 
Myers Briggs Personality Type (Briggs Myers and Myers, 1995) or the Emotional 
Competence Framework (Consortium for Research on Emotional Intelligence in 
Organizations, 1998).  Such assessments of personality type or personal 
characteristics may be undertaken as a self-assessment 13 with support from 
appropriate staff within an organisation to match the requirements of the RPIW roles 
with the outcomes of the assessment tools.  This may be organisational 
                                               
13 MBTI self-assessment is available at www.mbtionline.com for a fee, or at 
www.humanmetrics.com at no charge (correct as of 12th May 2019) 
Emotional Competence Framework self-assessment is available at www.myskills.com at no 
charge (correct as of 12th May 2019) 
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development personnel, service improvement leads or, in this case study, the RPIW 
Lead.  
 
7.2.4 Physical, mental and emotional effort to sustain the RPIW 
Participants describe their RPIW experience as requiring mental, physical and 
emotional effort.  Effort is required to simultaneously manage the demands of the 
RPIW along with the demands of participant’s substantive role.  Effort is required to 
keep all those involved ‘on track’.  As reflected in the bus journey presented in 
Chapter 5, the RPIW is portrayed as a journey that requires effort to fulfil RPIW role 
requirements and perform well within those roles; to ensure success and avoid 
failure. 
 
Effort to simultaneously manage the demands of the RPIW along with the demands 
of the participant’s’ substantive role 
The RPIW format is described as being ‘intense’ and ‘driven’ such that participants 
were exhausted by the end of the five-day workshop.  The RPIW demanded their 
time and energy but they felt guilty for providing that time and effort because this 
took their attention away from the responsibilities of their substantive role.  They 
feared the ramifications of their absence and the volume of work they may face on 
return to their substantive role.  The Lean literature expounds the importance of 
providing staff with protected time to support their involvement in Lean initiatives (Al-
Balushi et al, 2014; Anthony and Kumar, 2012; Leggat et al, 2015; Morrow et al, 
2012; Morrow, Robert and Maben, 2014; Noori, 2015; White, Butterworth and Wells, 
2017).  What this case study highlights is the provision of protected time (in this 
case to attend the five-day workshop) is insufficient in terms of supporting staff to 
participate in an RPIW.  Consideration needs to be given to the management of 
RPIW participants’ co-existing responsibilities throughout the entire process.  This 
would be beneficial in a practical sense to provide sufficient time to facilitate the 
RPIW and to ensure co-existing responsibilities are effectively managed.  It would 
also be beneficial in an emotional well-being sense to avoid participants feeling 
negative valence emotions such as guilt and anxiety.  The implications for practice 
therefore extend beyond the immediate requirements of the RPIW.  That is, how 
much time people need to attend the formal stages of the RPIW.  Consideration 
needs to be given to effective management of participants’ co-existing 
responsibilities to support RPIW participants both in practical and psychological 
terms. 
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Additionally, the intensity of the mental, physical and emotional effort participants 
dedicate to an RPIW should be recognised.  In practical terms, recognition of this 
effort would be beneficial at the end of the five-day workshop through the provision 
of time off before participants return to their substantive roles.  At this time 
participants descriptions of exhaustion were most significant, and they cited the 
need to consider their health and well-being, reflecting that time off would have been 
beneficial.  In addition (or as an alternative where time off is not possible), it may be 
worth considering a period of de-brief.  The emotional intensity of the pre-five-day 
workshop preparation period and the five-day workshop led to one participant 
feeling bereft when that part of the RPIW process was over.  A transition period at 
the end of intense activity periods and before normal substantive duties resume, 
may provide necessary physical, mental and emotional support and recovery.   
 
The transition period should include time for participants to reflect, to make sense of 
their emotional experience, responses and impact on self, others and the process.  
With the facilitation and support of appropriate staff within the organisation who 
have the necessary skills in psychological support, coaching or counselling (for 
example, clinical psychologists, mental health clinicians, organisational development 
personnel, service improvement leads, occupational health) this could be achieved.  
Indeed, the development of a new RPIW role for the purpose of psychological 
support may be beneficial and ensure appropriate support is incorporated into all 
RPIWs.  Such a role may be termed ‘counsellor’, for example.  In terms of the 
format of this support, individual or group sessions could be built into the RPIW 
timeline as touchpoints throughout the process to provide concomitant psychological 
support.  A key touchpoint would be at the end of the five-day workshop as this was 
a particularly emotional period for participants in this case study.  In respect of time 
to provide psychological support, participants found that the first day of the 
workshop was a ‘waste of time’, and the full day on day five was not utilised.  This 
time could be identified as dedicated time for psychological support and transition 
before return to normal duties.  Such psychological support for staff is familiar within 
healthcare settings as ‘clinical debrief’, often provided for staff following difficult or 
stressful clinical situations.  The suggestion is to transfer a similar model of support 
to staff participating in RPIWs as part of managing the emotional experience of this 
process.   
 
Effort to keep all those involved ‘on track’ 
With specific regard to the effort exerted by the Process Owner to maintain the 
RPIW during the Report Out period, this case study highlights the difficulty in 
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sustaining the RPIW process and the impact this has on the person.  These factors 
have not been considered in the Lean literature.  Instead, Lean studies focus on 
sustainability of the changes brought about using Lean tools (McCann et al, 2015; 
Barnas, 2011; Blackmore et al, 2013; Radnor et al, 2012), not what happens or what 
is required to sustain the use of the Lean tool itself.  As such the focus of the Lean 
literature has been solely on the post-implementation period of a change in practice.  
That is, after Lean tools such as an RPIW have been applied to implement a 
change, the evaluation has been on whether the change in working practices have 
sustained, or whether people have returned to previous ways of working. 
 
Although sustainability as a pre-change, or front-loaded, concept is recognised 
within quality improvement in healthcare (NHS Improvement, 2017c), the concept of 
sustainability remains firmly associated with sustaining changes post-
implementation:  
 
“sustainability can be described as ‘when new ways of working and improved 
outcomes become the norm’…the change has become an integrated or 
mainstream way of working”  
(Maher, Gustafson and Evans, 2010, p.6). 
 
What has been revealed in this case study, is that sustainability of the RPIW 
process itself (as opposed to the change in practice resultant from the RPIW) is 
difficult and is made more challenging by perceptual boundaries in relation to the 
RPIW and related roles.  In temporal terms, this relates to the entire RPIW process, 
not just post-implementation of changes.  Participants' accounts reveal the effort 
individuals must exert to sustain the RPIW process.  In this case study, that effort 
was exerted by one individual (the Process Owner) because there are perceived 
boundaries around involvement with, and responsibility for, the RPIW.  Across all 
participants’ accounts, the RPIW was conceptualised as the pre-five-day workshop 
preparation period and/or the five-day workshop, not the whole process through to 
the Report Out period.  Sustainability, or on-going engagement with the RPIW and 
consideration of having an RPIW role, ends when the five-day workshop ends.  As 
illustrated in the emotion graphs in section 6.2, and highlighted in section 6.7, there 
is a divergence in the pattern of positive and negative valence emotions between 
the RPIW leads and the RPIW team at this point in the RPIW timeline.  Whilst the 
RPIW team experience a mix of neutral, positive and negative valence emotions, 
the Process Owner experiences a sustained period of negative valence emotions 
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evidently induced by the perceived boundaries of involvement in the RPIW by the 
RPIW team.  
 
These perceived boundaries led to on-going responsibility for the RPIW (during the 
Report Out period) lying with the Process Owner alone, albeit the Trusts RPIW role 
descriptors indicating that the Sponsor and Team Members would share this 
responsibility with the Process Owner.  It may be that role descriptors differ from 
one organisation to another, so the point here is not about roles per se.  What this 
case study highlights is the emotional impact deferral of responsibility to one 
individual has on that individual.  The anxiety they feel, and the effort they must 
exert to maintain progress of the RPIW is significant and challenging for them to 
sustain.  The suggestion is that the RPIW role a person is assigned influences their 
emotional experience of an RPIW, and when that role is a lead one (specifically 
Process Owner), that experience is a negative one during the Report Out period.  
 
In addition to the emotional impact appointing one individual to retain accountability 
for the RPIW has on that person, the notion of system vulnerability in this situation is 
relevant, but not recognised in the Lean literature.  As highlighted in sections 2.3 
and 3.3.1, Lean popularist literature lacks critical evaluation and Lean studies report 
only positive findings.  Complexity theory, which has gained traction in healthcare 
quality improvement and research over recent years (Holmes et al, 2017; Long, 
McDermott and Meadows, 2018) suggests that designing a system around one co-
ordinator leaves the system vulnerable to failure because if that single co-ordinator 
fails, the whole system fails (Johnson, 2007).  The Lean literature stipulates that one 
individual is assigned responsibility for the RPIW following the five-day workshop 
(Lean Health Services, 2018; Bicheno, 2008; Eaton, 2009; Miller, Bogatova and 
Carnohan, 2011).  In this case study, the Process Owner was assigned this role 
and, as depicted in the story of the case in Chapter 5, she was left to drive, maintain 
and keep the bus ‘on track’.  It was her tenacity and perseverance, driven by her 
passion for patient care, that sustained the RPIW.  The system (RPIW) was 
vulnerable to potential failure as suggested by complexity theory but this was 
avoided not through application of RPIW processual steps, but through the 
emotional drive of the Process Owner. 
 
The implications for practice are that RPIW role boundaries and the actual or 
perceived responsibilities associated with each role require review.  It may be 
beneficial to consider assigning more than one Process Owner to an RPIW or 
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ensuring shared responsibility for the entire RPIW across the range of RPIW roles, 
ensuring team members support the Process Owner during the Report Out period. 
 
7.2.5 Emotions related to others and self to ensure success of the RPIW  
Emotions related to others 
Participants conceptualise aspects of the RPIW as a performance.  As a group, 
participants are conscious of external scrutiny from Trust colleagues and managers 
and reference is made to ‘the audience’.  On an individual level, lead RPIW 
participants refer to the RPIW group as ‘the audience’ and are conscious of 
standards of performance both intrinsically (personal desire to do well) and 
extrinsically (being assessed to become a Lean Leader).  The concept of 
‘performativity’ is evident within participants’ experiences of the RPIW.  This is 
demonstrated in terms of both the technical and interpretivist aspects of 
performance.  In terms of the technical aspects of performance, performativity may 
be regarded as an output-orientated view of performance that focuses on the 
efficiency of a system or the optimisation of efficient performance (Usher, 2006).  
For participants in this case study, the external source of pressure to perform 
(technically) through meeting RPIW targets and completing assigned actions was 
evident.  On the other hand, performativity may also be regarded in an interpretivist 
sense in terms of Goffman’s (1990) dramaturgical approach which compares life to 
that of a theatrical performance.  The basic premise of dramaturgy is that in social 
interactions people play roles and adopt statuses as they attempt to control the 
impression others have of them.  Just like a theatrical performance, the metaphor 
extends to the concept of space where there is a front region (or stage) where 
individuals perform in front of others and a back region (behind the scenes) where 
individuals can prepare for their role. 
 
The metaphor of dramaturgy, and therefore interpretivist sense of performance, was 
evident in this case study.  RPIW participants experienced self-doubt in terms of 
their ability to fulfil their RPIW role and expressed anxiety with respect to ensuring 
positive impressions of self and of the group.  They explicitly referred to both the 
RPIW group and Trust colleagues as ‘the audience’.  They positioned the audience 
as being physically present in the case of the RPIW group, and not physically 
present in the case of senior management and colleagues within the organisation.  
As Andrews (2013) claims, the audience (in an interpretivist sense) can exert 
significant influence on the performer whether they are present or not.  Indeed, this 
influence (or pressure) was evident as participants exerted discretionary effort out-
with the pre-defined stages of the RPIW process (that is, the back region).  This 
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included discretionary effort during personal time in order to prepare for the RPIW 
role and to actualise desired impressions (perform well) in the front regions that 
constituted the five-day workshop and Report Outs. 
 
Emotions related to self 
The importance of identity and self-conception are evident here.  People seek to 
confirm their self-conceptions of themselves as a certain kind of person in any 
situation (Turner and Stets, 2005).  Here, participants sought to confirm and sustain 
their conception of self as competent and successful individuals during the RPIW 
process.  Social bonds were formed between lead RPIW participants which were 
based on shared commitment to the performance in which they were mutually 
engaged and the desire to confirm self-conceptions. 
 
The revelation of this ‘performativity’ socially constructed meaning of the RPIW has 
implications regarding support for lead RPIW participants.  The lean literature 
espouses the importance of training staff in Lean principles and tools (Al-Balushi et 
al, 2014; Anthony and Kumar, 2012; Leggat et al, 2015; Morrow et al, 2012; Morrow, 
Robert and Maben, 2014; Noori, 2015; White, Butterworth and Wells, 2017) and 
participants in this case study drew on their front-loaded training and RPIW ‘script’ 
during times of challenge.  However, training only addresses the technical ‘how to’ 
aspects of leading an RPIW.  There is a question as to the need for psychological 
support throughout the RPIW process because the findings of this case study 
suggest that participation in the RPIW was more than technical execution of a 
trained-for role.  The experience is conceptualised as a performance which leads to 
negative valence emotions, namely self-doubt and anxiety.  Participants developed 
their own sources of support to temper these emotions.  They developed friendships 
and provided mutual support to facilitate the performance of fellow participants (or 
performers).  These factors not only supported the RPIW process but were a source 
of reassurance for those involved. 
 
Also of note, was how participants interpreted their invitation to be part of the RPIW.  
It was perceived as more than contribution to an improvement activity; it was 
perceived as a declaration of their value to the organisation.  Feelings of pride, 
pleasure and self-worth were evident across participants’ accounts.  The 
implications for practice are two-fold.  First, recognition of the value individuals place 
on being invited to an RPIW and the meaning this has for them in terms of their 
perceived worth.  The opportunity to participate in RPIWs should, therefore, be as 
inclusive, and equal, as possible.  Second, recognition of the ‘performativity’ of 
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leading RPIWs with the introduction of support mechanisms to lessen the pressure 
participants feel, and temper negative valence emotions such as self-doubt and 
anxiety.  This may be achieved on a psychological level in terms of re-framing the 
RPIW so that it is viewed less as a performance and more as a shared endeavour.  
Or it may be achieved on a practical level where more formal opportunities are 
provided to facilitate the formation of social bonds and mutual support. 
 
7.2.6 Emotions associated with unmet expectations and disengagement 
As discussed in section 7.2.2, group cohesiveness was integral to the effort 
participants exerted to facilitate the RPIW process. Accounts of mental, physical and 
emotional exhaustion are portrayed.  However, the groups’ unity of purpose and 
collaboration to achieve their individual and shared goals galvanised efforts in 
meeting the pressures (limited time, volume of work and expected outputs) of the 
RPIW process.  The exhaustion experienced was deemed to be worthwhile, and 
situations of positive emotional valence were described when a return on this 
investment of effort was realised.  This included, for example, successful completion 
of initial Lean Leader training and achieving the expected outputs of the five-day 
workshop.  In these instances, participants describe feelings of immense pride and 
satisfaction.  Conversely, when a return on investment was not realised, high 
intensity emotions of negative valence are described.  A sense of loss is expressed 
through feelings of sadness, disappointment and shock when expected RPIW 
outputs did not come to fruition and when the RPIW was suspended.  The RPIW 
experience is depicted as an emotionally complex phenomenon in these accounts 
as participants draw on simile and metaphor to concretise the intangible (“it’s like 
having a mammogram”, “plodding on through the treacle”).  A portrayal of intense 
effort and physical pain are offered. 
 
The practice implication of this is the need to recognise that people invest personally 
into the RPIW process.  For them, it is more than a technical endeavour.  It provides 
a sense of purpose, self-worth and a unique sense of belonging; of commonality 
and togetherness in a shared and rewarding experience.  Participants were willing 
to invest in the process at personal cost (taking time away from commitments in 
their professional and personal lives) because of this intrinsic motivation.  When that 
experience was taken away, or their personal desires were not realised, there was a 
sense of loss, sadness and regret.  It may be suggested that the intensity of these 
negative valence emotions was heightened by participants’ absolute belief in 
success at the beginning of the RPIW process.  They believed that nothing, and no-
one, would stand in the way of their endeavours.  As discussed in section 7.2.1, 
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accountability to the Chief Executive, and the Chief Executive’s commitment to Lean 
and RPIWs, facilitated participants belief in the success of the RPIW.  An additional 
factor highlighted by this case study is that belief in success may be related to group 
cohesiveness.  Hogg (1992, p.ix) describes the effects of group membership which 
includes a “shared sense of invulnerability”.  That through the formation of group 
solidarity and cohesion, group members feel powerfully assured.  Confidence in, 
and assurance of success of the RPIW was indeed evident in participants’ accounts.  
For the RPIW to be suspended and success not realised as expected, participants’ 
belief in RPIWs was tested.  Feelings of scepticism and apathy towards Lean and 
RPIWs surfaced.  Participants felt aggrieved that they had committed to the 
organisation’s Lean strategy and the RPIW but that organisational leaders had not. 
 
The notion of a ‘psychological contract’ is evident here.  A ‘psychological contract’ is 
defined as “the actions employees believe are expected of them and what response 
they expect in return from the employer” (Rousseau and Greller, 1994, p.386).  
Conway and Briner (2005) regard the essential features of a psychological contract 
as being an employees’ subjective understanding of the terms of a promissory-
based reciprocal exchange between themselves and the organisation.  This 
exchange may be transactional or relational in nature (George, 2009).  In addition to 
explicit remuneration and status, transactional contracts may include training and 
provision of safe working environments (George, 2009).  Relational contracts on the 
other hand are based on subjective perceptions, concern fairness and trust, and 
typically include emotional involvement (Guest and Conway, 2000; George, 2009).  
They may include, for example, stimulating work, respect for personal life, concern 
for wellbeing, support, job security and promotion or personal development 
opportunities (Wellin, 2007; George, 2009).  In this case study, both transactional 
and relational exchanges were evident.  Participants’ subjective interpretation of the 
exchange was that they would commit their time and mental, physical and emotional 
effort to the RPIW in return for the opportunity, and expectation, to complete the 
RPIW (relational exchange) to realise their personal desires of improved working 
conditions, specifically workload and pressure, and improved patient experience 
(relational exchange).  They expected to attain qualified Lean Leader status 
(transactional exchange) to develop personally and potentially advance their careers 
(relational exchange).  Indeed, personal gain as part of a psychological contract is 
recognised within the change management literature (van den Huevel, 2016; Hiatt 
and Creasey, 2012; Hayes, 2014; Smith et al, 2015).  
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However, these outcomes were not achieved.  The RPIW was suspended so that 
participants were not given the opportunity to complete the RPIW and realise their 
desires.  The Workshop Leaders were unable to complete their Lean Leader training 
so could not attain qualified Lean Leader status.  In essence, the psychological 
contract was breached.  Conway and Brinner (2005) summarise the empirical 
evidence on the impact of breaches which include feelings of anger, betrayal, upset, 
dissatisfaction and sadness.  Such feelings were evident in this case study.  
Conway and Brinner’s (2005) critical review of theory and research then suggests 
that these feelings result in employees distrusting the organisation and feeling 
disinclined to be loyal to the organisation or exert effort to support the organisation. 
 
There are implications for this in terms of healthcare organisations adopting Lean as 
part of their improvement strategy and expecting staff to engage with Lean 
principles and tools.  Organisational leaders need to recognise the potential for 
employees’ subjective interpretation of the expectations made of them regarding 
their commitment to Lean principles and tools, and what employees might expect in 
return.  As the concept of a psychological contract is subjective and, therefore, 
unique, contingent and multifaceted, it is difficult to propose practical strategies to 
effectively manage the exchange.  However, it may be beneficial for organisational 
leaders to make explicit the ‘terms’ of the contract when they are asking employees 
to commit to Lean principles and methods.  To make it clear what is expected of 
employees, what they may expect in return, and what the strategy would be should 
there be a potential breach in contract.  For example, a potential breach may occur 
when organisational or contextual factors change the organisational position on 
Lean adoption, such as the suspension of Lean as part of the organisation’s 
improvement strategy as was the situation in this case study.  Rather than develop 
contracts of employment as a generic strategy in this regard, it is suggested that 
individual psychological contracts are developed before each RPIW between the 
RPIW lead or Sponsor and the individual participating in the RPIW.  This 
individualised strategy recognises the subjective, unique and contingent nature of 
people and their personal expectations.  It is suggested that recognition of a 
psychological contract in this individualised manner, and an appropriate strategy to 
effectively manage such a contract, may negate negative valence emotions as were 
evident in this case study when there is a breach in contract.  Both employees and 
organisational leaders would then be in a better position (relationship) with regards 
to on-going improvement strategies and associated expectations.  
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7.3 A Humanistic Framework for Rapid Process Improvement Workshops 
In relation to the study objectives, this case study has revealed the emotional 
experience of Lean through participation in an RPIW, what aspects of the RPIW 
evoked emotional responses and how the emotional experience both initiated and 
sustained the RPIW process.  The centrality of emotion in the operationalisation of 
Lean principles through an RPIW have been highlighted for the first time within the 
context of Lean in healthcare through this study.  In the context of patient care, 
recognition of paying attention to the physical and emotional consequences of 
caring for patients is evident: 
 
“it’s the experience of healthcare staff that shape patients’ experience of 
care, for good or ill, not the other way round [my emphasis]”  
(The Point of Care Foundation, 2014, p.5)  
 
The findings of this case study suggest that in the context of applying Lean 
principles in practice, it is the experience of healthcare staff that shape the 
initiation, progress and sustainability of an RPIW.  It is not adherence to Lean 
principles and the prescribed steps in an RPIW alone that initiate and sustain the 
RPIW process; human subjective, emotional experience is fundamental.  As argued 
in section 1.3.3, the limitations of the current body of knowledge pertaining to Lean 
is that the dominant mechanistic approach to Lean research and implementation 
guidelines are that they do not acknowledge that is it people who implement Lean 
principles; not automatons.  Understanding around how people feel about Lean, 
their emotional responses, behaviours and subjective experience of Lean is lacking.  
As Lean only comes into being through people, the fundamental part of 
understanding Lean in practice that was missing has been addressed by this case 
study. 
 
By synthesising the key findings from the Lean literature (as discussed in Chapter 3) 
and the key findings from this study, a conceptual framework that acknowledges this 
humanistic perspective of RPIWs has been developed: ‘A Humanistic Framework 
for RPIWs’ which is illustrated in Figure 7.2.  The term ‘humanistic’ has been 
adopted for the conceptual framework because of the congruence this psychological 
term has with the philosophical assumptions adopted in this study and the theories 
of emotion based on humanistic psychology discussed in section 4.12.1.3.  
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Figure 7.2 A Humanistic Framework for RPIWs 
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The ‘Humanistic Framework for RPIWs’ provides a new frame of reference for 
planning and implementing an RPIW.  Two propositions are made through the 
application of the framework.  First, it is proposed that the positive valence emotions 
of RPIW participants may be harnessed to facilitate the initiation, progress and 
sustainability of the RPIW.  Second, it is proposed that the emotional well-being of 
RPIW participants will be recognised and ensured.  As such, the ‘emotional 
rollercoaster’, and fluctuating journey (as depicted in Chapter 5 and Figures 6.1 and 
6.2, pp.223-224) experienced by RPIW participants in this study would be minimised 
or avoided.  This would benefit the RPIW process in terms of aiding implementation, 
and the individuals involved in terms of supporting physical, mental and emotional 
well-being.  The proposed emotional experience of individuals participating in an 
RPIW that draws on the ‘Humanistic Framework for RPIWs’ is illustrated in Figure 
7.3.  
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Figure 7.3 The emotional experience of a humanistic approach to RPIWs 
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To support the application of this framework in practice, the key study findings and 
practice implications that underpin this framework (and have been discussed 
throughout this chapter) are summarised in Table 7.1.  The practice implications 
provide suggestions regarding the operationalisation of an RPIW informed by the 
‘Humanistic Framework for RPIWs’.
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Table 7.1 Summary of key findings and practice implications 
Typical RPIW Process 14 Key study findings  Practice implications 
Setting the scene  
Developing a conducive 
organisational culture to maximise 
the effectiveness of Lean 
implementation and staff 
engagement with Lean principles 
and methods.  An essential part of 
developing the ‘right’ culture is 
visible senior leader commitment 
to Lean. 
Visible Chief Executive commitment to RPIWs 
was evident.  The findings of this study suggest 
that organisational culture and context affected 
individuals’ perceptions of, and emotions in 
relation to, the RPIW.  Specifically, fear of failure 
and belief in success are juxtaposed when 
RPIWs are integrated into organisational culture 
through senior leader commitment to Lean. 
 
If visible senior leader commitment to Lean 
is part of organisational strategy to engage 
staff in Lean activities, the interpretation of 
what this means to individuals should be 
explored to understand if this leads to 
perceptions of support and direction or 
negative valence emotions such as fear 
and anxiety.   
Strategies for staff engagement should 
include alignment of Lean activities to 
professional and personal values and 
emphasis on intrinsic motivation; in 
particular motivational factors that relate to 
positive valence emotions. 
                                               
14 The typical RPIW process is based on published RPIW guidelines and the study-site Trust process as detailed Appendix 10 
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Typical RPIW Process 14 Key study findings  Practice implications 
People invest personally into the RPIW process.  
For them, it is more than a technical endeavour.  
It provides a sense of purpose, self-worth and a 
unique sense of belonging; of commonality and 
togetherness in a shared and rewarding 
experience. 
 
People are willing to commit to Lean and exert 
effort to sustain the RPIW process, often at 
personal cost.  In return, people expect to be 
given the opportunity to complete the RPIW to 
realise their desires and, for the Workshop 
Leaders, to attain qualified Lean Leader status.  
The practice implications are recognition of 
the notion of a ‘psychological contract’ 
when organisational leaders expect staff to 
commit to Lean principles and methods.   
The ‘terms’ of the contract should be made 
explicit.  To make it clear what is expected 
of employees, what they may expect in 
return, and what the strategy would be 
should there be a potential breach in 
contract. 
Pre-five-day workshop preparation 
period – scoping and diagnosis: 
 Map out the current 
process 
 Collect basic quality and 
demand data 
 Diagnose the problem 
 Agree objectives for the 
RPIW 
Individuals’ experience of current service 
provision evoked emotions that were 
fundamental to immediate and widespread 
engagement with the RPIW and, additionally, 
motivated the application of discretionary effort 
to support the RPIW process.   
In addition to the rational scoping and 
diagnosis of problems with the current 
process, individual’s emotional experience 
of the process should be explored.  An 
understanding of how people feel about the 
current situation may support an 
assessment of how much support there 
may be for the RPIW and how viable the 
RPIW is in terms of staff engagement with 
the process. 
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Typical RPIW Process 14 Key study findings  Practice implications 
Pre-five-day workshop preparation 
period –selection of RPIW 
participants: 
 Select a team of about 12 
people 
 Base selection on an 
individual’s subject 
expertise and job role 
relevant to the topic of the 
RPIW 
 Assign RPIW roles to the 
team based on job role 
Personal characteristics and the emotional 
connection individuals have with the topic of the 
RPIW are important considerations for the 
identification of RPIW participants.  These 
factors were key to participants’ sustained effort 
with the process, and therefore the progress of 
the RPIW.  This was most evident during the 
Report Out period. 
The RPIW participant selection process 
should include an exploration of individuals’ 
emotional connection to the topic of the 
RPIW.  This selection criterion (specifically 
identification of positive valence emotions) 
should be applied as the main selection 
criterion that may stand alone or work in 
conjunction with the subject expertise and 
job role criterion. 
 
The assignation of RPIW role should be 
considered in view of the selected RPIW 
participant’s personal characteristics.  This 
may include the use of personal 
effectiveness tools to ascertain ‘personality 
type’. 
Staff training 
Training staff in Lean principles 
and tools is provided so that they 
may fulfil their RPIW role 
RPIW role fulfilment (and therefore the RPIW 
process) is supported through social bonding.  
Participants drew on the personal relationships 
they formed with one another for both 
psychological and practical support.  Comfort 
and reassurance from personal relationships 
engendered confidence in fulfilment of the 
assigned RPIW role and friendship facilitated 
discretionary effort to support completion of 
RPIW role tasks.  This was particularly evident in 
the case of the roles of Workshop Leader and 
Process Owner.  The absence of uniform as a 
symbol of organisational hierarchy facilitated the 
formation of friendships. 
The RPIW participant selection process 
should include consideration of the 
potential to form personal relationships 
between lead RPIW participants.   
 
The pre-five-day workshop period should 
include opportunities for lead RPIW 
participants to develop social bonds. 
 
Symbols of hierarchy should be removed to 
facilitate social bonding. 
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Typical RPIW Process 14 Key study findings  Practice implications 
Participants conceptualised aspects of the RPIW 
as a performance which evoked negative 
valence emotions; namely self-doubt and 
anxiety.  Participants developed their own 
sources of support to temper these emotions.  
They developed friendships and provided mutual 
support to facilitate the performance of fellow 
participants (or performers).  These factors not 
only supported the RPIW process but were a 
source of reassurance for those involved. 
The implications for practice are recognition 
of the ‘performativity’ of leading an RPIW 
and the introduction of support 
mechanisms to lessen the pressure 
participants feel and temper negative 
valence emotions.  This may be achieved 
on a psychological level in terms of re-
framing the RPIW so that it is viewed less 
as a performance and more as a shared 
endeavour.  Or it may be achieved on a 
practical level where more formal 
opportunities are provided to facilitate the 
formation of social bonds and mutual 
support. 
Providing necessary resources 
(time) 
Releasing RPIW participants from 
their substantive roles so they may 
complete/attend the formal stages 
of the RPIW (pre-five-day 
workshop preparation, the five-day 
workshop and the Report Outs) 
 
Participants struggled to simultaneously manage 
the responsibilities of their substantive role and 
those of their RPIW role.  They felt guilty (for 
being away from their substantive role) and 
feared the ramifications of their absence and the 
volume of work they may face on return to their 
substantive role. 
Consideration needs to be given to 
effective management of participants’ co-
existing responsibilities to support RPIW 
participants both in practical and 
psychological terms. 
 
Significant physical, mental and emotional effort 
was required to sustain the RPIW.  Physical, 
mental and emotional exhaustion was most 
evident after the end of the five-day workshop. 
Psychological support should be provided 
at touchpoints throughout the RPIW 
timeline by appropriately skilled staff or 
through the development of a new RPIW 
role e.g. ‘counsellor’.  This, and a debrief/ 
transition period at the end of the five-day 
workshop and before normal substantive 
duties resume may provide necessary 
physical, mental and emotional support and 
recovery for RPIW participants. 
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Typical RPIW Process 14 Key study findings  Practice implications 
Report Out period 
 Follow-up of the actions 
agreed within the five-day 
workshop are the 
responsibility of the 
Process Owner, assisted 
by the Sponsor and Team 
Members 
Sustaining the RPIW process during the Report 
Out was difficult and was made more challenging 
by perceptual boundaries in relation to the RPIW 
and RPIW roles.  That is, participation in the 
RPIW was perceived to end after the five-day 
workshop and all responsibility for the RPIW 
process was then deferred to the Process 
Owner. 
 
The effort the Process Owner exerted to 
maintain the RPIW process during the Report 
Out period was difficult and tiring.  It required 
significant levels of tenacity and perseverance.   
RPIW participation and actual or perceived 
role boundaries require review.  
Expectations regarding the start and end 
point of participation need to be made more 
explicit.  Specifically, the recommendation 
is that more than one Process Owner 
should be assigned to each RPIW, or that 
shared responsibility for the RPIW after the 
five-day workshop is agreed with at least 
one other participant. 
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7.4 Study limitations 
Within this chapter, the key study findings have been synthesised and placed within 
the context of Lean and quality improvement literature.  Practice implications have 
been proposed and a conceptual framework for RPIWs presented.  However, for the 
purpose of credibility, it is important to recognise the study limitations. 
 
7.4.1 Philosophical limitations  
The philosophical positions adopted in this study assume that participants’ 
knowledge and meaning of the RPIW is co-constructed between the interplay of 
object (the RPIW and/or other people) and subject (the individual).  Other positions, 
for example subjectivism, assume that such meaning is not ascribed to the RPIW or 
other people (the objects) but arises only from internal subjective consciousness.  
However, conceptualisation of RPIWs applied to this study are that they are a social 
phenomenon; that they only come into being through the enactment, collectively and 
individually of people.  As such, a constructionist approach was appropriate but the 
limitations of adopting this approach are acknowledged.  Specifically, that subjective 
conscious, or even unconscious, meaning of the RPIW has not been explored. 
 
Correspondingly, the humanistic psychological perspective drawn upon to explore 
participants’ emotional experience of the RPIW has been one that assumes a 
degree of rationality; that the individual attributes emotional experience to the object.  
The emphasis has been on cognitive appraisal as a means of reflecting upon 
emotional experience, and that the account offered by participants accurately 
portrays the emotions and reasons for that emotion.  It is also assumed that 
emotional experience is accessible to the researcher through verbal articulation.  
Other theories of emotion, such as those that draw on psychoanalytical approaches, 
would refute this claim and instead assume that emotions are unconscious; that 
deeper exploration of complex, subtle and hidden meaning that lies beneath the 
surface of visible behaviours is required (Strongman, 2003).  As such, there may be 
a deeper meaning related to the emotional experience of the RPIW that has not 
been revealed through the humanistic psychological nature of this study. 
 
However, exploration of the subjective hidden meaning of RPIWs, which aligns with 
transcendental phenomenology, was rejected as discussed in Chapter 4.  Rather, 
existential phenomenology was adopted because this held greater congruence with 
the social constructionist epistemological position informing this study and 
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exploration of the human experience of Lean as a social and subjective 
phenomenon. 
 
7.4.2 Methodological limitations   
The case study in this research has been conceptualised as a ‘case as made’, 
emphasising the unique and contingent nature of the case as it is constructed 
through the research process.  This was an appropriate conceptualisation of the 
case in view of the philosophical positions adopted.  However, the adoption of a 
‘case as made’ naturally limits the research to that pertaining to one singular case.  
The RPIW in this case is one of many that have been, or currently are, in existence.  
Additionally, RPIWs are just one of many Lean tools.  The findings of this study are, 
therefore, related to one, single case specifically related to an RPIW and should be 
considered within this context. 
  
Nevertheless, by providing transparency through a complete audit trail of the 
research process and a detailed story of the case, the findings although not 
universally generalisable may be transferrable through naturalistic generalisation. 
 
7.4.3 Method limitations 
Purposeful selection of the case to study (an RPIW in a healthcare setting) was 
employed to enable the exploration Lean in healthcare.  Whilst this sampling 
method is recognised as being conducive to qualitative research (Ritchie et al, 
2014), there are limitations to this strategy.  The Trust in which this study was 
conducted ran up to four RPIWs each year.  Not all RPIWs will be the same so 
limiting the study to one RPIW may have limited the knowledge that could have 
been gained from including multiple RPIWs.  Also, although all RPIW participants 
agreed to be observed during the course of the RPIW, not all agreed to be 
interviewed.  Therefore, this study does not incorporate the experiences of the full 
range of RPIW roles, namely the Sponsor and the Home Team. 
 
In terms of data collection, semi-structured interviews were employed.  Whilst a 
flexible approach to interviewing was maintained to enable the interviewee to raise 
issues and shape the content of the interview, it is possible that had an unstructured 
approach to the interview been adopted, different perspectives, concepts and 
experiences may have been revealed.  For observation, fieldnotes were taken.  This 
is an inherently subjective method as the researcher selects what is or is not 
recorded (McNaughton-Nicholls, Mills and Kotecha, 2014).  Video-recording the 
RPIW would have provided a more accurate record of the event but was not 
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employed due to the assumed (greater) risk of influencing participant behaviour than 
observation would; that is, ‘observer effect’ (Denscombe, 2014). 
 
7.5 Summary 
This chapter has provided a synthesis of the study’s key findings and set them 
within the context of the extant Lean literature and contemporary quality 
improvement literature in healthcare.  Implications for practice have been made and 
illustrated as a conceptual framework. 
 
In recognition of researcher influence on the research process and the study 
findings, the next chapter re-visits the notion of researcher co-construction of the 
case (as discussed in Chapter 4) through critical reflexivity alongside personal 
reflections and learning associated with the research journey. 
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Chapter 8 REFLEXIVITY AND REFLECTIONS 
8.1 Introduction 
In this chapter I will consider how my personal worldview, background and 
experience has influenced the construction of the study findings, a concept known 
as reflexivity.  Reflexivity will be defined before critically discussing the concept in 
relation to this study.  I will also reflect on how I have developed as a researcher 
through the process of producing this thesis.   
 
8.2 Definition of reflexivity 
Reflexivity is “the process of becoming self-aware” (Begoray and Banister, 2012, 
p.789) and relates to the influence the researcher intentionally, or unintentionally, 
has on the research findings (Jootun, McGhee and Marland, 2009).  Given that it is 
people who carry out research, it is regarded as inevitable that the research will be 
influenced by the person(s) carrying out the research (Clough and Nutbrown, 2012).  
Specifically, in qualitative research, reflexivity has become a major methodological 
consideration for researchers to enhance the rigour of their research, 
acknowledging their entanglement in the knowledge they produce (Rhodes and 
Wray-Bliss, 2011). 
 
Researchers who acknowledge their influence on the research in which they are 
engaged, view the social world as being constructed rather than awaiting discovery 
(Alvesson, Hardy and Harley, 2008).  As Berger (2013, p.220) states, reflexivity: 
“means turning of the researcher lens back onto oneself to recognize and 
take responsibility for one’s own situatedness within the research and the 
effect that it may have on the setting and people being studied, questions 
being asked, data being collected and its interpretation. As such, the idea of 
reflexivity challenges the view of knowledge production as independent of 
the researcher producing it and of knowledge as objective” 
These views hold congruence with the philosophical perspectives I have adopted 
(and discussed in Chapter 4).  However, the practical application of these ideas is 
challenging.  Czarniawska (2016, p.618) recognises the complexity of the practice of 
reflexivity versus the theory of reflexivity and suggests that rigour, in relation to 
reflexive practice, should be “flexible, forever changing, dialogical reflection over the 
way research is done and what research is done”.  
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Given this complexity of reflective practice, it cannot effectively be undertaken as a 
one-off post-hoc activity.  It is a continuous process from the inception of the idea for 
a research study to the final reporting of that study (Parahoo, 2009; Berger, 2013).  
Consequently, the methods I have employed to engage in reflexive practice have 
been integral to the entire research process.  Those methods have included 
maintenance of a reflexive journal, continuous dialogic reflection through peer 
review and debrief, fieldnotes, reading and re-reading data, triangulating data, 
independent review of data analysis, and peer review of written work from 
supervisors and a healthcare management consultant. 
 
8.3 Personal, functional and disciplinary reflexivity 
Wilkinson (1988) distinguishes between three forms of reflexivity – personal, 
functional, and disciplinary.  Personal reflexivity relates to the researcher as a 
person and their influence on the research.  In this sense, research is regarded as a 
subjective process as we bring our experiences, beliefs, values, assumptions, 
perspectives, politics and mannerisms to the process (Braun and Clarke, 2013).  
Functional reflexivity relates to the research methods selected and how these may 
have influenced the research.  Disciplinary reflexivity relates to the nature and 
influence a given discipline has on the research.  This includes the place and 
function of the research (Gough, 2003). 
 
Although Wilkinson (1988) provides this conceptual categorisation of reflexivity she 
recognises that this is a simplification, and that in practice personal and functional 
reflexivities are inseparable.  I would also argue that disciplinary reflexivity is an 
integral concept.  Whilst there may be broader disciplinary debates and political 
influences in relation to the research, they are only known through the researcher’s 
experience and expertise, and will be viewed through their personal beliefs, values 
and perspectives.  As such, the ensuing discussion will be one that integrates these 
three conceptual categorisations of reflexivity. 
 
8.3.1 Personal ‘voice’ 
It is incumbent upon researchers using a qualitative approach to detail aspects of 
self, including biases, perspectives, expectations and experience (Greenbank, 
2003).  Boje and Rosile (1994) portray this as making explicit one’s own ‘voice’ to 
facilitate diverse critical discourse and one’s situatedness within this.  My 
background as a clinician, manager and service improvement lecturer has given me 
insight into Lean both practically and theoretically.  Having said this, although my 
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experience of developing clinical services was extensive, my experience in 
implementing Lean principles in practice was limited in comparison.  Lean had only 
recently been introduced in the Trust within which I worked when I left to gain 
employment in Higher Education (HE).   
 
This was at a time when the National Health Service was facing unprecedented 
financial challenges and Trusts were investing significant time and money into the 
adoption of Lean to meet productivity targets.  There was demand within HE to 
provide service improvement education that focussed on Lean.  Within this broad 
disciplinary landscape, my new role as a service improvement lecturer was to 
develop ‘Lean expertise’ within the team and so support postgraduate students with 
their service improvement projects, which were predominantly Lean-focussed.  I had 
attended Lean training sessions and led some Lean improvement projects but had 
limited experience in teaching.  As such, I consumed a range of Lean literature to 
develop my knowledge.  The literature consisted of books espousing Lean as the 
panacea to organisational problems and journal articles demonstrating efficiency 
outputs.   
 
Based on my own Lean improvement project experience, I questioned the entirely 
technical focus of Lean literature, and singular view that presented Lean 
implementation as a straightforward process to follow that would result in 
productivity gains.  I wondered where people were situated in Lean implementation.  
Then, as I started supporting my students with their Lean projects, my interest in 
humanistic factors rapidly grew as, through my students, I learned more and more 
about the realities of applying Lean principles in practice.  Their experience of 
complexity, challenges and humanistic factors reflected my own experience.  
 
There are two key issues of positionality that are relevant here; personal and 
experiential.  The first relates to personal values.  People, and their well-being, are 
important to me.  I hold personal values of care, compassion and respect for others.  
I abhor abuse in any form and, whether human or animal, hold staunch values 
regarding the protection of the vulnerable.  The second relates to professional 
experience.  As I progressed with supporting my students with their Lean projects, it 
became increasingly apparent that the human dimensions of change were highly 
significant.  No matter how steadfastly my students, as improvement leaders, 
followed the literature on how to implement Lean principles in practice, they faced 
barriers and challenges and failed attempts.  As I encouraged them to think critically 
about this, many of the issues related to people.  People as sentient beings who 
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interpreted their situation and behaved accordingly.  Sometimes these behaviours 
helped my student’s Lean improvement efforts; sometimes they hindered.  
 
Ultimately, what I realise is that my personal leaning towards an interest in people, 
and my experience with students’ projects, led me to develop my research with 
preconceptions about Lean.  By this stage, I assumed that humanistic factors 
related to Lean were fundamental and were overlooked both theoretically and 
practically.  Before I had developed my research question I was already pre-
disposed to formulating one that focussed on people in relation to Lean.  However, 
having now undertaken a comprehensive literature review, I am confident in my 
belief that humanistic factors are indeed overlooked in the Lean literature.  
Nonetheless, it is important to recognise my positionality in this respect. 
 
8.3.2 Initial researcher-participant relationship 
By adopting a non-participant observer status, I believed that it was incumbent on 
me to minimise any influence on the Rapid Process Improvement Workshop (RPIW) 
that my presence may have had.  As demonstrated in my reflective journal entry 
during the first observation period (the five-day workshop), I strived to remain 
inconspicuous: 
 
Day 1 morning - The RPIW is very structured and strict to timings so I felt 
like I was imposing introducing me/my research and giving out the 
participant information sheets and consent forms.  I sat on the floor in a 
small corner so really felt like I was a non-participant observer.   
 
Day 1 – afternoon - My efforts to be a non-participant observer seem to be 
effective – I joined the team members outside to sit on the grass with a 
cuppa. No-one acknowledged me either with eye contact or verbally.  They 
continued chatting as if I were a true fly on the wall!  It will be interesting to 
see if team members don’t engage with me because my non-participant 
status is effective or that it’s because this is the first day and they don’t know 
me. 
[Reflexive Journal entries June 2015] 
 
As the workshop progressed, it became apparent that participants were indeed 
aware of my presence.  My reflective journal entries portray a developing integration 
of me into the group, despite my efforts to remain outside.  This began with 
participants’ curiosity regarding my data collection, to specifically contributing data 
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they thought would be useful, to eventually perceiving me as a group member: 
 
Day 3 - Participants are starting to ask me how it’s going, am I getting the 
data I need, am I enjoying it.  However, during the workshop I still feel non-
participative.  They ask me this at breaks. 
 
Day 4 – Workshop Leader was keen to share senior management and 
Consultant feedback showing positive praise/comments saying it might be 
useful for my research. Although non-participative, the group are obviously 
aware of my presence and may have desires it shows the work in a good 
light? 
 
Day 5 – As the group were deciding who would do what in the final Report 
Out later today and all tasks and roles had been assigned, one participant 
said, ‘but what about Siobhan?’.  I was obviously perceived as a member of 
the RPIW group at this point. 
[Reflexive Journal entries June 2015] 
 
Although these journal entries depict events that occurred over a short period of 
time, it is possible that my reflections could be interpreted as a move from 
participant’s viewing me as an ‘outsider’ to ‘one of the group’.  That is, on day three 
participant’s may have been trying to please me and ensure I was happy and getting 
what I wanted.  On day four, participants may have been trying to show themselves 
in a good light to the ‘outsider’.  However, by day five I was clearly regarded as part 
of the RPIW team. 
 
Throughout this time, I was clearly aware of the groups’ awareness and perceptions 
of my status within the group.  On reflection now, I realise that I was naïve regarding 
the status of non-participant observers within research.  I drew perceptual 
boundaries about non-participation believing these to be actual boundaries.  In 
reality, being an observer in qualitative research lies on a continuum rather than 
holding definitive boundaries.  Gold’s (1958) typology of observational research 
roles defines the various roles an observer may take.  Whilst these are 
conceptualised as distinct roles, on reflection of my own experience, I consider that I 
operated on a continuum as illustrated in Figure 8.1. 
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Figure 8.1 Gold's (1958) observer roles as a continuum 
I had designed my research methods around ‘complete observer’, but the RPIW 
participants regarded me as, at the very least ‘observer as participant’.  Indeed, in 
view of the social constructionist perspective informing my study, I understand now 
that the leaning is, and always was, towards a more participative role.  This was 
even more pertinent during the course of interviewing participants. 
 
Nicolson (2003) posits that in any research interview, the process is never neutral, 
objective or unbiased.  It is recognised that interviewee and interviewer jointly act to 
co-construct the narrative that emerges from the research interview (Andrews, 
2013).  As I have previously argued, this RPIW case is a uniquely co-constructed 
one between individuals, Lean principles, and myself as the researcher.  I have 
reflected upon the influence participant-researcher relationships may have had on 
the research.  For example, an entry from my reflexive journal after the first round of 
interviews, highlights my observation of the interview interaction: 
 
Immediate reflections after 1st round of interviews - my overall impression is 
that the participants are quite ‘corporate’ in their answers.  Am concerned 
that the questions I asked didn’t generate the data I need to explore the 
issues.  Although I did try to keep the questions very open (e.g. how did you 
feel? What was going on there?  What impact did that have?) my first very 
superficial impressions of the data as I transcribed it was that it is very 
‘professional’ or ‘removed’.  I don’t get the sense that the interviewees 
shared personal feelings.  Perhaps that’s because of the topic i.e. it’s a 
professional work issue rather than a personal one and I interviewed them at 
their place of work, so it was all geared towards their professional role.  
Perhaps it’s because I didn’t ask the right questions. 
[Reflexive Journal entry July 2015] 
 
My reflections portray my perception of a superficial level of interaction and my 
concerns that I wasn’t creating the conditions to allow participants to engage on a 
personal level with me.  Perhaps it was naïve of me to assume participants would 
engage personally with me.  We had no personal relationship, so it may be 
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unreasonable to assume that they should feel comfortable to share personal stories 
with me.  On the other hand, participants may have wanted to portray the RPIW in a 
certain light, hence the ‘corporate’ tone to some responses.  As Riessman (2003, 
p.8) states, “individuals negotiate how they want to be known in the stories they 
develop collaboratively with their audiences … social actors shape their lives 
retrospectively for particular audiences”.  It may be that participants shaped the 
telling of their RPIW experience to present a particular story to me.  Or, as I 
question in my reflexive notes, participants’ accounts may have been shaped by the 
context within which they were told.   
 
8.3.3 Context 
Volante, Weller and Portwood (2017) highlight the importance of addressing one’s 
situatedness (the relationship between the researcher and their context) to facilitate 
understanding around the impact both researcher and participants have on one 
another.  In this study, participants’ choices about the accounts they shared were 
created through a dialogue set within a broader professional and organisational 
context.  That is, the setting was the participants’ place of work and the context was 
a research interview with me, an outsider researcher.  Had the setting been different 
or the interviewer a different person, the accounts may have been different.   
 
However, there are three important points to be made here.  First, this case study is 
clearly stated to be a unique, ‘case as made’ that was co-constructed between the 
participants and myself at that specific moment in time and place.  Second, making 
explicit my personal position allows others to consider these influencing factors in 
the interpretation of my study findings.  And third, in recognition of the interview 
dialogue being guided by the questions I asked, I made every attempt to keep 
questions open-ended and to allow participants to steer the topic of conversation.  
This would always be partial and limited in a semi-structured interview but did 
facilitate a balance of power between myself and the participants.  This is an 
important part of ethical ‘research in practice’ that goes beyond procedural research 
ethics as “the potential harms to participants in qualitative social research are often 
quite subtle and stem from the nature of the interaction between researcher and 
participant” (Guillemin and Gillam, 2004, p. 272).  Reflecting on the journal entries I 
made during the interview period, I believe the interactions between myself and the 
participants demonstrated sound ethical practices. 
 
It is important to note that the context of the research interviews influenced the 
RPIW process after the RPIW had been suspended in January 2016.  I continued 
 294 
with the third and final interviews with participants after this happened, in April 2016.  
In an interview with Wanda, I asked about the RPIW process and what was 
happening in light of the organisational changes.  It was after this interview that 
Wanda shared with me that, by talking to me in the interview, she now questioned if 
they should still have a 365-day Report Out.  She left the interview room to explore 
this with colleagues and a 365-day Report Out was indeed organised.  In the 
absence of my research, this event may not have occurred. 
 
8.3.4 Developing researcher-participant relationships 
It was interesting to note the change in my reflections on the interview interactions 
as time went on.  Entries in my reflexive journal portray a growth in my own 
confidence in interviewing:  
 
2nd round of interviews - I feel more relaxed doing the interviews this time.  
I’m less conscious of the tape and am engaging more and more in a 
conversational style of interviewing.  I feel like the participants are more 
relaxed this time too. 
[Reflexive Journal entry September 2015] 
 
This may have influenced how confident and relaxed participants felt too.  However, 
further journal entries demonstrate that it was more than just my own demeanor that 
shaped participants’ behaviour and accounts.  It was evident that participants 
started to trust me and wanted to tell me their story.  In this particular example, the 
participants immediately began to share their experiences with me as soon as they 
entered the interview room: 
 
3rd round of interviews – 3 out of the 5 participants have opened the 
interview this time without me starting off the questioning.  They seem to be 
keen to share with me and I wonder if we have established a relationship 
that has made them feel comfortable to talk openly with me.  I feel happy if 
this is the case as it is important to me that people feel comfortable with me.  
It also makes me less worried about inadequacies with my interview 
technique or asking the wrong questions. If I’m not asking questions, they 
can’t be wrong!  The interviews were initiated by the participants not me, so I 
feel like the important and relevant issues are being raised which we were 
then able to talk about and explore in more detail. 
[Reflexive Journal entry April 2016] 
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On reflection, I feel that I did become more competent at research interviewing and 
this in turn created more comfortable conditions for my participants.  As stated 
earlier, people are important to me and I hold values of respect for others.  I care 
about how others feel.  I believe a relationship had developed with my participants 
that facilitated a balance of power.  Interviewees were not waiting to be interviewed - 
they took the lead.  I feel proud that participants developed this level of trust with me 
and were eager to share their experiences.  I feel indebted to my participants for 
investing in me in this way.  I hope that the work I have presented in this thesis does 
justice to their experiences and the time and effort they gave. 
 
8.3.5 Interpreting the participants’ RPIW experience 
In adopting a phenomenological perspective, I was aiming to understand the world 
of my participants in the context of the RPIW.  As Smith (1996) points out, access to 
this experience will always be partial and incomplete.  This is because a first-person 
account cannot be fully achieved as the study findings are a co-construction 
between participant and researcher (Larkin, Watts and Clifton, 2006).  In relation to 
my study, the participants’ accounts are influenced by the questions I asked them 
and the ensuing course of the dialogue, as well as what participants chose to share 
with me.  Importantly, as I began to interpret the data critically and conceptually, I 
explored the meaning contained within participants’ accounts.  Smith, Flowers and 
Larkin (2009, p.3) refer to this as engaging in ‘double hermeneutics’, “the researcher 
is trying to make sense of the participants trying to make sense of what is 
happening to them”. 
 
As such, researchers need to distinguish reflexively between experiences as lived 
from those that are told and then retold by the researcher (Clandinin and Connelly, 
1994).  During this part of the research process, it was important that I maintained 
awareness of any preconceptions I had about Lean or RPIWs, and my positionality 
that was shaped by my experience and expertise.  For example, I was aware that 
any improvement efforts are designed to achieve a goal.  I frequently support my 
students in articulating goal statements so that they, and others, are very clear 
about what they are trying to achieve and how they will know if they have achieved 
it.  In this sense, my experience and expertise are related to the technical, service-
orientated aspect of improvement.   
 
As I was applying the coding framework to my data, I reflected upon service-
orientated goals in my interpretations of the situational aspect of ‘valence’ (a 
situation regarded as being positive or negative, helpful or harmful, rewarding or 
 296 
threatening).  That is, I was interpreting participants’ goals as the implementation of 
the new intravenous antibiotics at home service – the service-orientated goal.  
Therefore, I was interpreting the situational aspect of valence as being helpful or 
harmful in relation to the achievement of that goal.  By practicing reflexivity 
throughout the research process, I realised the limitations of my interpretations in 
that I was applying what I thought participants meant by the notion of a goal, based 
on my experience and expertise, rather than exploring their concept of the goal.  As 
a result, I saw that there were different conceptions of goals for different 
participants.  Some of these were indeed service-orientated but others were 
personal: 
 
Coding framework application - Valence – the situation being regarded as 
‘helpful’ or ‘threatening’ is something I am applying as ‘helpful’ or 
‘threatening’ to the RPIW (i.e. to set up the service) rather than the person 
per se.  There is some personal goal relationship here in the fact that 
participants wanted the RPIW to be successful.  But I need to be careful that 
sometimes what participants are saying is in fact personal to them.  What 
they’re saying isn’t always about the success of the RPIW being to set up 
the new service.  Sometimes they are talking about issues that are a 
personal goal, a personal achievement.  I need to check and review this all 
the time. 
[Reflexive Journal entry May 2018] 
 
The notion of double hermeneutics was something I was aware of (without actually 
having knowledge of this concept at that time) during the interview period.  As I 
previously highlighted, I was concerned to ask the ‘right’ questions.  What I mean by 
this is questions that were relevant to the purpose of my research, but more 
importantly, questions that allowed participants to share experiences that were 
meaningful to them.  Whilst I recognise my part in the co-construction of the RPIW 
case, I did not want poor interviewing techniques to construct a case that did not 
hold fidelity to the participants’ actual experience.  In this sense, the method of 
multiple interviews with the same participants helped me to navigate the 
hermeneutic circle (Powers and Knapp, 2011; Smith, Flowers and Larkin, 2009) 
previously illustrated in Figure 4.6, p.131).  Here, the ‘whole’ is my on-going collation 
of the entire data-set and the ‘part’ is each new interview. 
 
Immediately following each interview, I made entries into my reflexive journal and 
transcribed the interview within the same week.  I made notes regarding issues I 
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wanted to explore further with participants because, on reading the transcript, I 
wasn’t sure what they had meant, or I had not asked the participant to explain.  In 
relation to my concerns about asking the ‘right’ questions, I made the following 
journal entry: 
 
A huge advantage is that I get to interview them again.  So firstly I am 
reviewing the transcripts and then compiling a list of questions to ask them 
where I think there were gaps last time (e.g. I asked them how they came to 
be involved in the RPIW but I didn’t ask them how they felt about being 
asked - except for Tom who I did ask that because he only got 30 minutes 
notice!).  Secondly, I can look at the transcript to explore points further as 
there were times during the interview I wanted to stop the interviewees and 
say ‘what do you mean’, ‘why’ etc but I didn’t want to interrupt their flow and 
where they were going with their response.  I can do that with them next 
time. 
[Reflexive Journal entry July 2015] 
 
I have, therefore, engaged positively with participants, paying skilful attention to 
what they were saying (Smith, Flowers and Larkin, 2009) throughout the research 
process in order to represent an account of the RPIW that reflects participants 
experiences of it.  I recognise, however, that ‘bracketing’ my understandings and 
assumptions about Lean and the influence these have on my interpretations of the 
intravenous antibiotic RPIW, and the participants’ emotional experience of this, is 
partial and limited.  As discussed in section 4.6.5, I do not believe it is entirely 
possible to set aside one’s fundamental beliefs, values or prevailing understandings 
borne of historical, biographical and cultural factors because they are integral to who 
you are and how you see and make sense of the world.  However, in the pursuit of 
study rigour and trustworthy interpretation of study participant’s accounts, I do 
believe it is possible to practice reflexivity and to question one’s beliefs, 
assumptions and interpretations.  This is not an easy task as such issues are 
usually tacit and taken-for-granted.  Nevertheless, through continuous use of a 
reflexive journal, I have endeavoured to adopt a critical stance with respect to my 
influence on the study and interpretation of participants’ emotional experiences as a 
form of partial and limited ‘bracketing’. 
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8.4 Reflection on personal development 
In this section, I am sharing more personal experiences and emotions I experienced 
during the course of my research.  Although Latour (1988) suggests that others do 
not need to watch the painful process of one’s reflexivity, they only need see the 
results, I feel it is important to share a greater level of processual detail in the 
context of this thesis, and therefore in relation to disciplinary reflexivity.  This is, of 
course because presentation of this thesis for examination is to demonstrate the 
learning I have gained and my development towards becoming an independent 
researcher.  It is also because my personal learning is fundamental to functional 
reflexivity.  Namely, the choices I made with regard to the research methods used.  
Latour’s (1988) reference to the ‘painful’ process is fitting as I feel somewhat 
exposed in sharing some of my journal entries.  Nevertheless, I will ‘bite the bullet’ 
as one of my participants said! 
 
One of my most significant learning experiences is the nature of qualitative 
research.  Prior to undertaking this study, the only research I had been involved in 
was for my Masters which was a quantitative study.  I am naturally, a logical, 
rational, planned and organised person.  I assumed my research process would be 
logical, rational, planned and organised.  Arguably, the latter holds true.  It is difficult 
to manage the demands of a being a PhD student alongside those of full-time 
employment and a young family without being organised.  However, the other 
elements did not transpire as I had assumed.  On reflection, I now see that I 
perceived research to be a linear process: develop a research question and search 
the literature (in either order), choose the research methods, collect and analyse the 
data, answer the research question.  This line of thinking was apparent from 
reflexive journal entries I made at the beginning of the process: 
 
How to read a paper talks about ‘selection bias’ of researchers when 
selecting papers to review – a tendency to search for the literature that 
supports our ‘pet’ theory.  Because I currently have no idea what my 
research question is (!!!) at least I’m very unlikely to fall into this trap!  At 
least one positive at a time when I’m completely stressing that I don’t know 
what I’m researching yet! Agghh!!! 
[Reflexive Journal entry March 2013] 
 
1 year into PhD and still no research question!!!!! 
[Reflexive Journal entry January 2014] 
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Not only do my words in these entries convey feelings of anxiety, but the excessive 
use of exclamation marks punctuates these feelings.  It took some time (two years 
to be precise) for me to realise that I did not have to start my study with a firm 
research question. 
 
One thing I have realised is that research is not a linear process but an 
iterative one; and this includes the refinement of the research question.  The 
advantage of this is that I am more likely to allow the data to speak for itself 
rather than impose preconceptions about what the issues are even though I 
initially struggled with the idea of having such a vague research question. 
[Reflexive Journal entry January 2016] 
 
At this point, I realised that conceptualisation of the idea (to explore the human 
experience of Lean) was sufficient and that the research question was developing 
as part of the iterative and emergent nature of the qualitative research process.  In 
any future qualitative research with which I engage, I will feel confident in allowing 
ideas to emerge.  In fact, I now recognise that this as an important, if not essential, 
part of the qualitative research process.   
 
The second significant learning experience for me is of a similar nature to that of the 
research question issue (a pattern is emerging in the tension between my natural 
planned and organised modus operandi and the emergent nature of qualitative 
research!).  I recall numerous conversations I had with my supervisors about what 
theory underpinned my research.  I had spoken to a fellow PhD student at the same 
stage as myself, and they talked confidently about the theory that was guiding their 
research methods and even what their research output might be.  Despite advising 
my own Masters dissertation students on the perils of being influenced by student 
peers, whose projects are different to their own, I naïvely compared myself to that of 
my fellow student.  I regarded their clarity of focus as a sign of shortcomings with my 
own research.  I worried about the absence of having a guiding theory and 
embarked on a search.  I spent the best part of one year reading a raft of theoretical 
texts that included organisational theory, social theory, complexity theory, actor 
network theory, critical realism, and appreciative judgement.  I wanted to find a 
theory against which I could analyse my data.  Once again, I was striving for a pre-
defined plan.  It was at a supervision session I recall with great clarity, that I had 
what is termed a ‘light bulb’ moment.  During this meeting, as I shared my reading 
activities and next potential theoretical text to read, my supervisors once again 
patiently explained the nature of qualitative research.  My Director of Studies at that 
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time used the term ‘data-driven’.  I remember hearing this for the first time.  I think I 
was listening before, but not hearing: 
 
At this supervision where I was asking for guidance on how I analyse my 
data I finally realised that the misunderstanding I have had all the way is that 
I have been trying to make my research theory-driven (appreciative 
judgement, realist, complexity) so that I have been trying to work out what 
framework to use to apply to my data to analyse it.  But actually my research 
is DATA-driven.  I am not imposing a theory onto my data.  I am generating 
understanding (theory) FROM the data. 
[Reflexive Journal entry February 2016] 
 
I now appreciate the highly inductive nature that shaped my study.  I now feel more 
confident in my qualitative research skills and rather than feel anxious in the 
absence of pre-defined plans, I will embrace the opportunity to gain new insights 
through exploration and emergence. 
8.5 Summary 
In this chapter I have critically discussed my part in the co-construction of this RPIW 
case.  I have drawn on Wilkinson’s (1988) conceptual categorisations of reflexivity to 
facilitate this analysis.  I have made explicit the methods I used to engage in 
continuous reflexive practice throughout the research process and illustrated this 
with excerpts from my reflexive journal.  Furthermore, through reflexive self-
awareness I have demonstrated how my skills as a researcher have developed.   
 
Overall, my aim in this chapter has been to provide the reader with an opportunity to 
contextualise the work presented in this thesis and in particular, the study findings.  
In the next chapter, overall conclusions and recommendations from the study 
findings will be presented. 
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Chapter 9 CONCLUSION AND RECOMMENDATIONS 
9.1 Introduction 
In this chapter an overview of the key study findings is summarised and 
recommendations for future research is provided.  The study’s unique contribution to 
knowledge is highlighted, followed by an overview of how the study findings may 
inform future quality improvement work in the healthcare organisations within the 
National Health Service (NHS). 
 
9.2 Overview of key findings  
The aim of this study was to explore the human experience of Lean.  The objectives 
were to reveal the emotional experiences of participating in a Rapid Process 
Improvement Workshop (RPIW) and to explore how the emotional experience of an 
RPIW may influence the RPIW process.  Through addressing these objectives, a 
conceptual framework to guide future use of RPIWs, the ‘Humanistic Framework for 
RPIWs’, has been developed which is informed by the following key findings: 
 
Intrinsic motivation 
Developing the ‘right’ culture to create engagement with Lean philosophy, principles 
and tools requires consideration of individual’s personal and professional values and 
how organisational strategy aligns with those values.  Senior leader commitment to 
Lean should not be assumed to represent direction and support alone; individuals’ 
interpretations of the meaning of senior leader commitment is influential in their 
engagement with (or not) Lean philosophy, principles and tools.  Specifically, fear of 
failure and belief in success are juxtaposed when RPIWs are integrated into 
organisational culture through senior leader commitment to Lean.  Both positive and 
negative valence emotions create (or enforce) engagement with the RPIW process.  
Then, when individuals engage with Lean philosophy, principles and tools, they 
expect a return on their personal investment.  The return expected is a realisation of 
personal desires.  A failure to realise such a return evokes feelings of shock, 
resentment, sadness, regret and a sense of loss.  Scepticism towards Lean 
philosophy, principles and tools is heightened in such situations. 
 
Emotional connection 
A person’s emotional connection to the topic of an RPIW and their personal 
characteristics are important considerations for RPIW participant selection and 
RPIW role assignation.  Additionally, being invited to, and involved in, an RPIW 
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evokes feelings of value, of self-worth, of purpose, and of belonging.  This is both 
meaningful and motivating.  Whilst technical RPIW tools and processes provide 
direction, particularly during times of challenge or uncertainty, it is individuals’ 
emotional connection to the RPIW and their exertion of mental, physical and 
emotional effort that initiates and sustains the process.   
 
Relationships and psychological support 
Social bonding is an essential part of the RPIW process.  Friendship, group 
cohesion, collaboration, a sense of belonging and unity of purpose are highly valued 
by individuals and are fundamental to initiating and sustaining the RPIW process.  
As RPIWs are conceptualised as a performance, the process is sustained through 
individuals being driven by a personal desire to do well and by the pressure of 
external scrutiny and expectation of the ‘audience’.  To temper feelings of fear, 
anxiety and self-doubt, individuals draw on relationships as a source of 
psychological and practical support rather than knowledge from Lean training. 
 
9.3 Unique contribution to knowledge 
As demonstrated in the literature review in Chapter 3, the dominant 
conceptualisation of Lean is mechanistic in nature.  That is, a philosophy described 
through Lean principles and operationalised through Lean tools.  The assumption is 
that by following the guiding Lean principles and processual steps related to Lean 
tools, pre-determined states (improvements in practice and employee behaviour) 
may be realised.  As a result, research has focussed on evaluating the effectiveness 
of Lean in terms of operational or sociotechnical improvements or determining 
critical success factors and levers for control to find the best way to implement Lean.  
The humanistic elements of Lean have been disregarded and as such, there is a 
gap in knowledge related to the application of Lean in healthcare.  In this study, 
human, subjective, emotional experience has been central.  Rather than focus on 
the technical processes and outputs of Lean activities as the extant Lean literature 
does, this study has focused on the individual subjective meanings, perceptions and 
feelings related to the social enactment of an RPIW. 
 
The centrality of emotion in the operationalisation of Lean principles through an 
RPIW have been highlighted.  The study findings suggest that in the context of 
applying Lean principles in practice, it is the subjective experience of individuals 
that shape the initiation, progress and sustainability of an RPIW.  It is not adherence 
to Lean principles and the prescribed steps in an RPIW alone that initiate and 
 303 
sustain the RPIW process; human subjective, emotional experience is fundamental.  
Emotions are regarded as being central to everyday life, individually and socially 
(Rustin, 2009).  They are a daily if not ever-present occurrence (Strongman, 2003) 
that make social systems viable (Turner and Stets, 2005).  Yet emotions have not 
been studied in relation to Lean or RPIWs.  This is the first study to explore 
emotions in relation to Lean and specifically in this case, in relation to participating 
in an RPIW.   
 
No previous Lean research has considered social bonding.  This was an important 
concept in relation to participants supporting one another through the process and 
tempering negative valence emotions.  Participants developed friendships and 
supported one another in the ‘performance’ of the RPIW in which they were mutually 
engaged.  They sought confirmation of self-conception as competent and successful 
individuals.  Social bonding was also an important concept in relation to the uniquely 
positive experience participants had.   
 
The conceptual divide between the technical processes and levers of control for 
Lean implementation, and the human reality of experiencing Lean implementation 
has been bridged.  This has been illustrated through the development of a 
conceptual framework, the ‘Humanistic Framework for RPIWs’.  Whilst this 
framework has been designed to incorporate humanistic components into the 
existing model for implementing RPIWs, there is potential for the findings of this 
case study to have more wide scale reconceptualisation of Lean and RPIWs.  
Specifically, through changing the lens through which Lean and RPIWs are viewed 
from a technical, organisations-as-machine lens to a Lean/RPIWs-as-emotional 
experience humanistic one. 
 
In addition to the new insights into RPIWs that this study has provided, a research 
tool has been developed - the emotion coding framework.  This framework has 
provided transparency and consistency in this study for the identification of 
emotional episodes from the data.  The framework may be a useful tool for other 
researchers who are seeking to explore emotional experience. 
 
9.4 Informing future quality improvement work in the NHS  
The NHS in England continues to face significant challenges to improve patient care 
whilst facing financial constraint and rising demand.  As pressures on NHS 
resources continue to grow improvements in quality, safety and efficiency have 
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become a priority for NHS organisations.  A sustained commitment to quality 
improvement as the principal strategy for NHS organisations is deemed to be 
essential to meet the health care needs of the United Kingdom population. 
 
The principles and tools related to Lean remain central to NHS improvement 
strategy.  Based on NHS quality improvement guidance and the Lean literature, 
organisations are directed in their Lean activities.  This involves creating the ‘right’ 
culture for Lean, how best to implement Lean through levers of control and how to 
use Lean tools.  In the absence of any new knowledge and guidance, organisations 
may continue to see short-term process improvements but fail to realise long-term 
gains.   
 
As NHS England continues to invest in Lean, such as through partnership with the 
Virginia Mason Institute, the focus on technical processes and strategic 
management must be balanced with a focus on the humanistic elements of Lean.  
Indeed, the notion of balancing mechanistic processes with the human experience 
of improvement have been noted in terms of service improvement evaluation 
methods (Cook, Weller and Graham, 2017).  The same balance is required for Lean 
implementation in healthcare.  By considering both Lean processes and the human 
experience of Lean, organisations may better establish approaches to Lean 
improvement activities that provide the necessary mental, physical and emotional 
support staff require.  In turn, they may see better returns from Lean improvement 
activities because it is the mental, physical and emotional effort individuals apply to 
a Lean improvement activity that initiates and sustains the technical processes, not 
the processual steps and tools themselves. 
 
Indeed, as highlighted by Hilton and Anderson (2018, p.6): 
 
“a renewed focus on the human side of change increases the likelihood 
that efforts to improve health and health care will succeed in the short term 
and be scaled and sustained over time” [my emphasis] 
 
9.5 Recommendations for future research 
Broadly, the recommendation for future research is to develop studies into Lean that 
adopt interpretivist lenses to further explore the human experience of Lean.  
Specifically, to address some of the limitations of this study those recommendations 
include: 
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 A research design that begins with emotional experience as being core to 
the inquiry so that the methods employed may further develop exploration of 
the emotional experience of Lean. 
 The use of unstructured interviews perhaps with a greater emphasis on 
narrative approaches that better allow people to tell their story. 
 Further ‘case as made’ case studies with a view to exploring any patterns 
across unique cases.  A greater collection of cases over time may build a 
picture that enhances naturalistic generalisation beyond that provided by 
this single case study. 
 Application of the emotional coding framework to further develop its design 
and evaluate its usefulness in identifying emotional experience. 
 
9.6 Dissemination of findings 
Although section 9.4 focuses on the impact of the study findings on quality 
improvement in the NHS, Lean is a global phenomenon.  As demonstrated in 
Chapter 2, Lean is applied across geographical and industry boundaries.  The 
guidelines for running an RPIW published in the Lean literature do not specify 
differences in the RPIW process dependent on geography or industry.  As such, the 
findings of this study may hold global and cross-industry relevance.  The findings 
will therefore be widely disseminated through conference presentations and 
publication in peer-reviewed journals.  Target journals will be those where Lean 
studies are currently most commonly published.  For healthcare, these are the 
‘Journal of Health Organisation and Management’ and the ‘International Journal of 
Healthcare Quality Assurance’.  
9.7 Summary 
Despite emotions being an integral part of individual and social everyday life, 
emotional experience has not been studied in relation to Lean.  This study is the first 
to explore emotions in relation to Lean and specifically in this case, in relation to 
participating in an RPIW.  The emotional experience of participating in an RPIW has 
been revealed and the impact this experience had on the RPIW process has been 
explored.  The key findings from this study have been summarised and 
recommendations for future research have been made.   
 
In summary, this study has illuminated the centrality of the person in an RPIW and 
that participating in an RPIW is more than a technical endeavour.  People invest 
themselves mentally, physically and emotionally into the process and fundamentally, 
it is their emotional experience that shapes the initiation, progress and sustainability 
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of the RPIW process.  These important concepts have been incorporated into a new 
conceptual framework, the ‘Humanistic Framework for RPIWs’.  The proposition is, 
that by recognising the humanistic elements of Lean through the use of this 
framework, appropriate practical and psychological support for RPIW participants 
may be provided, and longer-term impact and sustainability of RPIWs may be 
realised. 
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APPENDIX 1 – SOURCES OF EVIDENCE 
 
1. Electronic databases: 
 
 AMED 
 ASSIA 
 Business Source Complete 
 Cinahl 
 Cochrane Library 
 Embase 
 Emerald Insight 
 EBM reviews – ACP Journal Club 
 Ethos 
 HMIC 
 Medline 
 Maternity and Infant Care 
 National Research Register (archive) 
 PsychInfo 
 ProQuest  
 Scopus 
 Web of Science 
 
2. Systematic review websites 
 
 Cochrane Centre and Library: www.uk.cochrane.org 
 TRIP database: www.tripdatabase.com 
 Centre for Reviews and Dissemination (University of York): 
www.york.ac.uk/inst/crd 
 Campbell Collaboration: www.campbellcollaboration.org 
 Cochrane Qualitative Research Methods Group: http://qim.cochrane.org/ 
 The JBI database of systematic reviews and implementation reports: 
https://journals.lww.com/jbisrir/pages/default.aspx 
 
3. Manual search: 
 
 Search terms were entered into Google Scholar (search limited to first ten 
pages as relevance of results becomes negligible beyond this point) 
 A manual search of reference lists from retrieved articles 
 A hand search of the most common journals in which publications appeared 
(Journal of Health Organisation and Management, the International Journal 
of Healthcare Quality Assurance and the International Journal of Operations 
and Production Management)  
 Signposting, provided by Emerald Insight to related articles, were reviewed 
 Grey literature was searched including PhD theses, conference proceedings 
and publications on professional websites including: 
o The Health Foundation: www.health.org.uk 
o The Kings Fund: https://www.kingsfund.org.uk 
o NHS Improvement: https://improvement.nhs.uk 
o Healthcare Improvement Scotland: 
http://www.healthcareimprovementscotland.org 
o The Institute for Healthcare Improvement: http://www.ihi.org 
o NHS England: https://www.england.nhs.uk
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APPENDIX 2 – EXAMPLE OF QUALITY ASSESSMENT CHECKLISTS  
 
Study: Lingaratnam, S., Murray, D., Carle, A., Kirsa, S., Paterson, R., Rischin, D. 
(2013) ‘Developing a Performance Data Suite to Facilitate Lean Improvement in a 
Chemotherapy Day Unit’, Journal of Oncology Practice, 9(4), pp.115-121 
 
 
Appraisal questions Yes Can’t 
tell 
No 
Are there clear aims and objectives? 
Comment: clear aim to reduce patient wait time 
and improve equity of access 
x   
Has a rationale been provided for the project? 
Comment: growing demand vs capacity clearly 
quantified 
x   
Is the scope of the project clearly defined? 
Comment: time span, clinic, staff involved all 
articulated 
x   
Have expected deliverables been articulated? 
Comment: time and access 
x   
Is there a defined timescale for the project? 
Comment: 2 years 
x   
Has there been an analysis of risk? 
Comment: none stated 
  x 
Have resources been described? 
Comment: clinic and staff resources described 
x   
Has an appropriate method/process been 
described? 
Comment: work groups, PDSA and Lean 
waste/value methods described 
x   
Have appropriate data/measures been used? 
Comment: waiting time and access appropriately 
measured; satisfaction measured but not clear 
how this relates to aim 
x   
Are the findings clearly presented? 
Comment: before-and-after data presented and 
process maps 
x   
Have dependencies (links between one action and 
another) been considered? 
Comment: working practices considered as 
dependent factors 
x   
Has spread and sustainability been considered? 
Comment: not considered 
  x 
 
Checklist developed from NHS Improving Quality (2014) 
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APPENDIX 3 - THEMES FROM THE LITERATURE 
  THEME: PROCESS IMPROVEMENT (94 articles) TIMESPAN: 2006-2017 
  Author Year 
1 Leslie et al 2006 
2 Persoon, Zaleski and Frerichs 2006 
3 Raab et al 2006 
4 Raab et al 2006 
5 Radnor et al 2006 
6 Kelly et al 2007 
7 Khan and Channing 2007 
8 Kim et al 2007 
9 Nelson-Peterson and Leppa 2007 
10 Ben-Tovim et al 2008 
11 Esain, Williams and Massey 2008 
12 Muder et al 2008 
13 Burkitt et al 2009 
14 Castle and Bost 2009 
15 Dickson et al  2009 
16 Hintzen et al 2009 
17 Hummer and Daccarett 2009 
18 Roberts and Singh 2009 
19 Snyder and McDermott 2009 
20 van Lent, Goedbloed and Harten 2009 
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21 Grove et al 2010 
22 Kimsey 2010 
23 van Vliet et al 2010 
24 Barnas 2011 
25 Bielaszka-DuVernay 2011 
26 Culig et al  2011 
27 DeBucourt et al 2011 
28 Hydes, Hansi and Trebble 2011 
29 Piggott et al 2011 
30 Stover 2011 
31 Vegting et al 2011 
32 Yousri et al 2011 
33 Atkinson and Mukaetova-Ladinska 2012 
34 Belter et al 2012 
35 Chada, Singh and Kalra 2012 
36 Chiodo et al 2012 
37 Collar et al 2012 
38 Mazzocato et al 2012 
39 Siddique et al 2012 
40 Smith et al 2012 
41 Smith et al 2012 
42 Wong et al 2012 
43 Wright, Cleaver and Dibblin 2012 
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44 Blackmore et al 2013 
45 Ching et al  2013 
46 Gayed et al 2013 
47 Hina-Syeda 2013 
48 Lingaratnam et al 2013 
49 McDonald 2013 
50 Martin, Hogg and MacKay 2013 
51 Weaver et al 2013 
52 Bhat, Gijo and Jnanesh 2014 
53 Chan et al 2014 
54 Gutsche et al 2014 
55 Hayes 2014 
56 Hwang, Hwang and Hong 2014 
57 Le et al 2014 
58 Lunardini et al 2014 
59 Matt et al 2014 
60 O'Mara et al 2014 
61 Skeldon et al 2014 
62 Sullivan et al 2014 
63 Toney, Winterhalter and Basting 2014 
64 White et al 2014 
65 Zhu, Lu and Dai 2014 
66 Bamford et al 2015 
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67 Critchley  2015 
68 Farrokhi et al 2015 
69 Filho et al 2015 
70 Improta et al 2015 
71 Kane et al 2015 
72 Lamm et al 2015 
73 Sanders and Karr 2015 
74 Sugianto et al 2015 
75 Basta et al 2016 
76 Beck et al 2016 
77 Bhat, Gijo and Jnanesh 2016 
78 Blackmore et al 2016 
79 Cerfolio et al 2016 
80 Donovan and Manta 2016 
81 Gleich et al 2016 
82 Hadad et al 2016 
83 Matos, Alves and Tereso 2016 
84 Nazar 2016 
85 Naidoo and Mahomed  2016 
86 New et al 2016 
87 Wong 2016 
88 Chai et al 2017 
89 Cichos et al 2017 
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90 Gavriloff, Ostrowski-Delahanty and Oldfield 2017 
91 Goga et al 2017 
92 Montella et al 2017 
93 Simons et al 2017 
94 Hung et al  2017 
  THEME: EFFECTIVENESS (21 articles) TIMESPAN: 2009-2016 
  Author Year 
1 Brandao De Souza 2009 
2 Vest and Gamm 2009 
3 DelliFraine, Langabeer and Nembhard 2010 
4 Mazzocato et al 2010 
5 Holden 2011 
6 NHS Institute for Innovation and Improvement 2011 
7 Mazzocato et al 2012 
8 Wright and McSherry 2013 
9 Drotz and Poksinska 2014 
10 McIntosh, Sheppy and Cohen 2014 
11 Mazzocato et al 2014 
12 Ulhassan et al 2014 
13 White, Wells and Butterworth 2014 
14 Cheng et al 2015 
15 Simons et al 2015 
16 Deblois and Lapanto 2016 
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17 Jorma et al  2016 
18 Magalhaes et al 2016 
19 Morardos, Lemstra and Nwankwo 2016 
20 Poksinksa, Fialkowska-Filipek and Engstron 2016 
21 Roemeling, Land and Ahaus 2016 
  THEME: SUSTAINABILITY (4 articles) TIMESPAN: 2011-2014 
  Author Year 
1 Morrow et al  2011 
2 Burgess 2012 
3 Burgess and Radnor 2013 
4 Wood 2014 
 
THEME: CRITICAL SUCCESS FACTORS (17 articles) TIMESPAN: 2008-2017 
  Author Year 
1 Young and McLean 2008 
2 Morrow et al  2010 
3 Poksinska 2010 
4 Brandao De Souza and Pidd 2011 
5 Papadopoulos, Radnor and Merali 2011 
6 Pedersen and Huniche 2011 
7 Robert et al 2011 
8 Anthony and Kumar 2012 
9 Morrow et al  2012 
10 Al-Balushi et al 2014 
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11 Rees 2014 
12 Knapp 2015 
13 Leggat et al 2015 
14 Noori 2015 
15 Abuhejleh, Dulaimi and Ellahham 2016 
16 Lindskog et al 2016 
17 White, Butterworth and Wells 2017 
 
THEME: STAFF PERCEPTIONS (12 articles) TIMESPAN: 2012-2017 
  Author Year 
1 Davis and Adams 2012 
2 Wright and McSherry 2013 
3 Lindsay et al 2014 
4 Timmons, Coffey and Vezyridis 2014 
5 Bradley and Griffin 2015 
6 Holden et al 2015 
7 Chiarini and Baccarani 2016 
8 Hasle, Nielsen and Edwards 2016 
9 Maalouf and Gammelgaard 2016 
10 van Leijen-Zeelenberg  2016 
11 Eriksson 2017 
12 Isack et al 
 
 
 
2017 
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THEME: CULTURE AND CONTEXT (15 articles) TIMESPAN: 2010-2017 
  Author Year 
1 Guimarães and Carvahlo 2010 
2 Waring and Bishop 2010 
3 Radnor 2011 
4 McIntosh and Cookson 2012 
5 Radnor, Holweg and Waring 2012 
6 Ulhassan et al 2013 
7 Hamilton et al 2014 
8 van den Broek and Paauwe 2014 
9 D’Andreamatteo et al 2015 
10 Hunter et al 2015 
11 McCann et al 2015 
12 Simons et al 2016 
13 Hung et al 2017 
14 Ingelsson and Bäckström 2017 
15 Tay et al 2017 
 
THEME: LEADERSHIP (4 articles) TIMESPAN: 2012-2017 
 
Author Year 
1 Steed 2012 
2 Poksinska, Swartling and Drotz 2013 
3 Morrow, Robert and Maben 2014 
4 Aij and Teunissen 2017 
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APPENDIX 4 – RAGIN’S TYPOLOGY (Ragin, 1992) 
 
Conception of cases 
assume that...
Cases are empirical 
units which are, in 
turn...
Conceptually 
specific to the single 
case
Cases as found
Conceptually 
subsumed under a 
general class of 
cases
Cases as objects
Cases are 
theoretical 
constructions which 
are, in turn...
Conceptually 
classed as a single 
case
Cases as made
Conceputally 
subsumed under a 
general class of 
cases
Cases as 
conventions
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APPENDIX 5 – TRUST ‘IN PRINCIPLE’ PERMISSION EMAIL 
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APPENDIX 6 – TEESSIDE UNIVERSITY REC APPROVAL LETTER 
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APPENDIX 7 – NHS RESEARCH PASSPORT 
 
 
 362 
 
 363 
 364 
APPENDIX 8 – TRUST RESEARCH AND DEVELOPMENT APPROVAL LETTER 
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APPENDIX 9 – PARTICIPANT INFORMATION SHEET 
 
 
PARTICIPANT INFORMATION SHEET 
 
Researcher: Siobhan Taylor, Senior Lecturer in Service Improvement and PhD 
student at Teesside University 
 
Research study title: Exploring the art of problem-solving and decision-making 
around Lean principles when undertaking quality improvement in healthcare settings 
 
Summary of the research 
Nationally and globally healthcare organisations are challenged with improving health 
outcomes and quality in the face of financial pressures and increasing demand on 
services.  Many healthcare organisations, including the National Health Service 
(NHS), have applied Lean principles to improve organisational performance.  
Originating from the car manufacturing industry, Lean is a way of managing an 
organisation with the aim of maximising customer value while minimising waste.  
Research suggests that Lean can indeed improve some aspects of quality in 
healthcare such as reduced waiting times, improved safety and reduced expenditure.  
However little is known about how Lean works in practice in terms of helping people 
solve organisational problems and make decisions.  This research study aims to 
explore how Lean principles support problem-solving and decision-making in 
healthcare. 
 
Who has approved this study? 
This study has been reviewed and approved by Teesside University’s Research 
Governance and Ethics Committee and by (anonymised) NHS Foundation Trust’s 
Research and Development Department. 
 
Why am I being invited to take part? 
You are being invited to take part in this study because you have been asked by your 
Trust to take part in a Rapid Process Improvement Workshop (RPIW). 
 
What will taking part involve? 
There are two components to this research study.  
 
Observation:  The first component is my observation of the RPIW cycle.  If you decide 
that you would like to take part in this component of the study you will allow me to 
observe the RPIW including break periods (I will not be taking part in it).  I will make 
handwritten notes to capture my observations. If you decide not to take part in this 
component please be assured that your choice will be respected. While you will see 
me at the RPIW (if at least one person does choose to take part) I will collect data 
and record information only about those who did choose to take part in this 
component.  
 
Interviews:  The second component involves me interviewing a cross-section of 
members of the RPIW that represent the various RPIW roles.   If you decide that you 
would like to take part in this component of the study I will invite you to agree a 
mutually convenient time (during normal working hours), date and venue (on your 
Trust’s premises) to take part in interviews that will last no more than one hour.  An 
interview will be arranged after each major stage of the RPIW cycle i.e. after the 5-
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day RPIW (which will be a face-to-face interview) and then after each ‘Report Out’ 
day (which may be face-to-face or over the telephone according to your preference).  
This would mean that you could be interviewed up to a maximum of 3 times over a 4-
month period.  However, it is possible that not all 3 interviews will be required because 
at some point ‘data saturation’ may be reached.  This means that the questions I ask 
you are no longer revealing any new information.  If this does occur I will let you know 
straight away so that any interview appointments may be cancelled from your diary. 
 
What information about me will be collected? 
This research will not record information about individual people.  The focus of the 
study is on the process of problem-solving and decision-making.  As such, the notes 
I take during observation of the RPIW will relate to the process by which decisions 
were made and the factors that influenced those decisions.  I will then explore these 
decision-making processes and how Lean principles supported (or did not support) 
problem-solving and decision-making with you during the interviews. You will be 
offered the opportunity to review the interview transcript and request any amendments 
to be made if you wish. 
 
How will this information be collected, used and stored? 
All data will be collected, stored and utilised in accordance with the Data Protection 
Act (1998).   
 
The notes I take during observation will be handwritten paper based copies.  They will 
remain with me in a code-protected briefcase throughout the observation periods.  
Once the observation periods are complete these notes will be stored in a locked filing 
cabinet (to which only I have a key) in my office at Teesside University. 
 
The interviews will be audio-recorded and then transcribed by myself.  The audio-files 
and transcriptions will be identified by a code number that is assigned to you so your 
name will not be on the recording itself or on the audio-file name.   A code sheet that 
links you to your assigned code number will be kept separate from the audio-files and 
transcripts.  The information collected will be analysed using software called NVivo10.  
All of this data will be stored electronically on a Teesside University password 
protected server. 
 
How confidential will this information be? 
The Trust will not be named and all person identifiable information will be removed 
from the data and will not be used in any reports, publications or presentations of the 
study findings.  
 
If you choose to take part in any component of this study you will be part of a small 
sample of people who are known to each other so while names will not be published 
it seems likely that people may well know (or at least speculate) about who took part 
and who said what. 
   
I intend to use direct quotes from the interviews so must advise you that you may 
recognise your own words but no one else will. 
 
Please note that should any abusive or unprofessional behaviours or actions be 
disclosed and/or discovered then confidentiality will be breached and my Director of 
Studies will be informed (in the first instance) and if deemed appropriate further 
actions may be taken. 
 
How long will the information be kept? 
The data pertaining to this study will be archived on successful completion of the PhD 
(January 2020).  Paper-based data will be stored in a locked filing cabinet (to which 
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only I have a key) in my office at Teesside University and electronic based data will 
be stored on a Teesside University password protected server for a period of 10 years. 
 
Why are you archiving the information for this long? 
This research study is exploring the application of Lean principles in healthcare in a 
novel way.  The information collected therefore may have relevance in developing 
future knowledge and understanding about how Lean works in healthcare such that 
this study’s anonymised data could be used for secondary analysis in future research 
projects that have received ethical approval from an appropriate committee. 
 
How will the study’s findings be used? 
The findings from this research study will be written up as part of my PhD thesis.  This 
thesis will be read by my academic supervisors (Professors within Teesside 
University) and external examiners (Professors with expertise in the subject matter 
from other Universities).  The thesis will then be stored as a hard copy within Teesside 
University Library and electronically on the British Library’s national database known 
as EThOS (http://ethos.bl.uk).  I also intend to publish the findings in peer-reviewed 
academic journals and present the findings at appropriate events such as professional 
conferences or study days. 
 
The Trust will not be named and no individuals will be identified in any of these reports, 
publications or presentations of the study findings.  
 
What are the benefits of taking part? 
There are no direct benefits to those who choose to take part. 
 
What if I want to change my mind and withdraw from the study? 
You may choose to withdraw from the study at any time without giving a reason up to 
the point data analysis commences in October 2015 after which all personal 
identifiable information will have been removed.  Data collected during the 
observation periods cannot be withdrawn due to the interactive nature of the RPIW. 
What do I do if I want to take part? 
If you wish to take part in this research study please complete and return the Reply 
Slip at the bottom of this sheet directly to me via post or email. 
 
Who can I speak to if I have any questions about this research study? 
If you have any questions as you decide whether you wish to, or not, take part in this 
study, or at any time during or after the study, please contact either myself or my 
Director of Studies: 
 
 Email Phone Address 
Siobhan 
Taylor 
(researcher) 
siobhan.taylor@tees.ac.uk 01642 218121 Teesside University, 
School of Health and 
Social Care, Borough 
Road, Middlesbrough, 
TS1 3BA Prof 
Rosemary 
Rushmer 
(Director of 
Studies) 
r.rushmer@tees.ac.uk 01642 342756 
 
THANK YOU FOR TAKING THE TIME TO READ THIS INFORMATION 
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*********REPLY SLIP******** 
This Reply Slip may be sent via email or post to me using the contact details above. 
Research Title: Exploring the art of problem-solving and decision-making around Lean 
principles when undertaking quality improvement in healthcare settings.  
Researcher: Siobhan Taylor 
 
1. I have read the information provided on the Participation Information Sheet 
and would like to: 
• Allow the researcher to observe the RPIW cycle 
 YES/NO 
• Be interviewed by the researcher                               
 YES/NO 
2. My RPIW role is (please circle): 
Sponsor/ Process Owner/ Workshop Leader /Team Leader /Team Member 
 
3. To organise a date, time and venue for the interview I prefer to be contacted 
via: 
Please tick option that applies: 
Email:………………………………………………………………………….. 
 
Telephone:……………………………………………………………………… 
 
Preferred day and time for telephone call:…………………………………… 
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APPENDIX 10 – RPIW PROCESS (PUBLISHED GUIDELINES AND TRUST PROCESS) 
 
RPIW 
phase 
Typical RPIW process 
 
Trust (study-site) RPIW process 
Preparation 
period 
Planning 
 
• Identify a process for improvement 
• Agree who will Sponsor i.e. champion the RPIW 
(the Sponsor must hold decision-making 
authority and be able to dedicate resources to 
the RPIW) 
• Agree the RPIW objectives and boundaries of 
the event 
• Select a date, time and venue for the RPIW 
Planning and approval 
 
• Ideas for improvement (typically provided by clinicians) 
are logged with the Corporate RPIW Team 
• The Corporate RPIW Team select ideas that align with the 
Trust’s strategic objectives 
• The Corporate RPIW Team identify a Sponsor (a 
corporate lead), a Process Owner (usually the clinician 
who generated the idea) and a Workshop Leader (usually 
a qualified or trainee Lean Certified Leader) and a Team 
Leader (usually a senior clinician or manager from the 
relevant work area)  
• The Sponsor, Process Owner, Workshop Leader and 
Team Leader attend a scoping meeting to identify the 
theme and scope of the RPIW 
• A proposal for the RPIW is submitted to the Chief 
Executive who decides if the idea fits with the 
organisation's strategic objectives and gives permission, 
or not, for the RPIW to proceed 
• A date, time and venue for the RPIW is set 
Diagnose the problem  
 
• Map out the current process and collect key data 
(e.g. capacity and demand, processing times, 
performance)  
• Map out the desired future state process (i.e. 
when all waste has been removed) and set 
RPIW objectives 
Diagnose the problem 
 
• If approval from the Chief Executive is granted, a series of 
meetings between the Sponsor, the Workshop Leader, 
Team Leader and Process Owner are held define the 
aims of the RPIW, to map out the current and future state 
processes and to collect baseline data  
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RPIW 
phase 
Typical RPIW process 
 
Trust (study-site) RPIW process 
Select the RPIW team 
 
Select an RPIW team of up to 12 people, which consists 
of: 
 
 A facilitator(s) for the five-day workshop 
 A Process Owner  
 An expert in Lean process improvement tools 
 Staff who work within the process under review 
and are subject matter experts 
 Staff who do not work within the process who 
can provide an outsider’s perspective 
 A client  
 A stakeholder (e.g. funder, board member) 
Select the RPIW team 
 
Identify staff required to attend and assign those staff RPIW roles 
as follows: 
 
• A Workshop Leader 
• A Team Leader 
• A Process Owner 
• Team members 
• Advisorys 
 
 
 
 Lean training and publication of RPIW 
 
• Provide Lean awareness training for the RPIW 
team as a minimum 
• Publicise the RPIW 
• Confirm participants’ attendance, confirm RPIW 
schedule, objectives and venue 
• Brief the Sponsor on their ‘Opening Brief’ for the 
commencement of the five-day workshop 
Invitation to RPIW 
 
• Email invitation to RPIW sent to all identified RPIW 
participants (5 weeks prior to five-day workshop) 
• Verification of attendance emailed to participants (3 
weeks prior to five-day workshop) 
• RPIW agenda emailed to participants (1 week prior to 
five-day workshop) 
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RPIW 
phase 
Typical RPIW process 
 
Trust (study-site) RPIW process 
The five-
day 
workshop 
The five-day workshop 
 
Day 1 
• Opening Brief from Sponsor 
• Review data and identify opportunities for 
improvement 
Day 2 
• Design and test solutions to the problem 
Day 3 
• Implement the solution to the problem 
Day 4 
• Observe and time the new process 
• Identify further opportunities for improvement 
 
Day 5 
• Finalise plans for embedding the new process 
• Calculate and quantify the benefits of the RPIW 
• Prepare a ‘follow up’ plan of things to do 
• Practice then deliver the Closing Brief (delivered 
by the RPIW team to area managers and senior 
directors) 
The five-day workshop (including Lean training) 
 
Day 1 
• Opening Brief from Sponsor 
• Training in Lean principles and tools 
Day 2 
• Review data and identify opportunities for improvement 
Day 3 
• Test and implement ideas for improvement 
Day 4 
• Test and implement ideas for improvement 
 
 
Day 5 
• Identify actions to be completed post-five-day workshop 
and assign responsibility to individuals 
• Practice then deliver the Day 5 Report Out (a presentation 
of achievement of the aims of the RPIW delivered by the 
RPIW team to the Sponsor and invited guests) 
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RPIW 
phase 
Typical RPIW process 
 
Trust (study-site) RPIW process 
The 
embedding 
period 
(Report 
Outs) 
On a weekly basis for 3-4 weeks: 
 
• Review the ‘follow up’ list and ensure all tasks 
have an owner 
• Review and audit the new process 
• Bring the RPIW team together to discuss 
progress to date 
• On the final week, ensure all tasks are closed off 
and obtain RPIW sign- off from the Sponsor 
Hold monthly Report Outs (RPIW team review meetings) for 4 
consecutive months (30, 60, 90 and 120-days after the five-day 
workshop): 
 
• Bring the RPIW team together to review progress to date 
• Ensure individuals have completed their tasks or have 
plans to do so 
• At the 120-day Report Out, ensure all tasks have been 
completed.  Agree if an additional 365-day Report Out is 
required if any tasks are outstanding or long-term review 
of the RPIW impact is required 
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APPENDIX 11 – INVITATION LETTER TO POTENTIAL PARTICIPANTS 
 
Dear Sir/Madam, 
 
Exploring the art of problem-solving and decision-making in healthcare using 
Lean principles 
 
My name is Siobhan Taylor.  I work as a Senior Lecturer in Service Improvement at 
Teesside University and am studying for a PhD at Teesside University.  My research 
for the PhD involves exploring how Lean principles support problem-solving and 
decision-making in healthcare. 
 
I would like to invite you to take part in my research study.  Joining the study is 
entirely up to you.  Before you make your decision, I would like you to understand 
why the research is being done and what it would involve for you. The attached 
Participant Information Sheet provides these details to help you decide whether or 
not you would like to take part and provides details of people you may contact to 
answer any questions you may have. Please feel free to talk to others about the 
study if you wish. 
 
I will be asking the RPIW Administrator (the person who sent you this) to send out a 
reminder email after about one week.  I feel the most important thing is that people 
can decide whether or not to take part in private and so they will not know who has, 
or has not already, responded at that time.  Please accept my apologies in advance 
if you have already replied, or already decided you don’t want to take part, when you 
receive the reminder. 
 
Thank you. 
 
Yours faithfully, 
 
 
Siobhan Taylor
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APPENDIX 12 – EXAMPLE OF DIALOGUE MAP (from fieldnotes) 
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APPENDIX 13 – EXAMPLE OF INSIGHTS AND ISSUES TO EXPLORE IN INTERVIEWS (from fieldnotes) 
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APPENDIX 14 – EXAMPLE OF MIND MAPS 
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APPENDIX 15 – EXAMPLE OF PARTICIPANTS’ FEEDBACK ABOUT THE RPIW (from fieldnotes) 
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APPENDIX 16 – INTERVIEW SCHEDULE 
 
Before starting the interview: 
 
 Thank interviewee for their time, ensure they are comfortable 
 Ensure interviewee has read and understood the Participant Information Sheet and invite any questions 
 Explain that as I observed the RPIW, I may ask some self-evident questions but don’t want to make assumptions 
 Explain that there are no right or wrong answers, I just want to explore their experience 
 Explain that they may take their time thinking and ask for clarification if needed 
 Remind interviewee that they may terminate the interview at any time without giving a reason 
 Sign the consent form 
 
At the end of the interview: 
 
 Thank interviewee for their time 
 Ask interviewee if they would like to ask any questions  
 Ask interviewee if they would be willing to be interviewed again and agree how arrangements for this will be made 
 
Prompts: 
  
1. Can you tell me a bit more about that? 
2. What do you mean by…? 
3. How? Why? In what way? 
4. What happened?  
5. How did you feel?  
6. What impact did this have (on you/on the RPIW process)?
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1st interview (held just after the five-day workshop) Rationale for question 
How did you come to be involved in this RPIW and what was your role within 
it? 
What does that role entail? 
Do you have any previous experience or knowledge of Lean or RPIWs? 
What are your thoughts about Lean or RPIWs? 
Background information related to participant and details of 
RPIW role 
Why has the Trust adopted Lean? 
Can you tell me anything about the work undertaken to set up this new service 
prior to the RPIW? 
To explore background and context of RPIWs within the 
Trust and the topic of the case study RPIW 
What are your overall impressions of the five-day workshop? To explore thoughts/feelings/opinion 
Were there any moments in the workshop that particularly stand out for you? To explore events or issues that were significant for the 
participant 
How well do feel the group worked together? To explore social interactions  
Questions to explore researcher observations e.g. 
What was happening when…? 
Why did (specific event/occurrence) happen? 
What did you think about (specific event/occurrence)? 
How did it make you feel? 
What was the impact on you/the RPIW process? 
To explore events or issues that were observed and allow 
comparison between researcher interpretation of events and 
participant’s interpretation of events 
What has happened since the five-day workshop? To explore events or issues that were significant for the 
participant 
What are your hopes or expectations now? To explore what the RPIW means to participant in terms of 
what they want from the RPIW 
Do you have any other reflections, thoughts or feelings about your experience 
with the RPIW that we haven’t covered? 
To explore events or issues that were significant for the 
participant 
2nd interview (held during Report Out period) Rationale for question 
How did you feel about becoming involved in the RPIW?  
How do feel about being involved now?  
To explore the participant’s emotional experience  
Is being involved in the RPIW delivering what you hoped it would for you 
personally? 
Is the change happening as you expected it to? 
Have any changes been made to decisions agreed in the workshop? 
To explore if what the RPIW means to participant’s in terms 
of what they want from the RPIW is being realised 
 
What has happened since we last met? To explore events or issues that were significant for the 
participant 
How do you feel about what is happening? To explore the participant’s emotional experience  
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What is expected of you in your RPIW role? 
What does your RPIW role allow you to do? 
Are there any advantages or disadvantages to having an assigned role? 
To further explore the RPIW role and the participant’s 
experience of the role requirements/boundaries 
Can you tell me a bit about the relationships you have with the other RPIW 
team members? 
How did you go about establishing relationships with others? 
How are the relationships going between yourself and other RPIW team 
members? 
What have other people’s responses been to the changes/RPIW? 
How do you feel about those comments/reactions/responses 
To further explore social interactions  
Questions to explore researcher observations e.g. 
What was happening when…? 
Why did (specific event/occurrence) happen? 
What did you think about (specific event/occurrence)? 
How did it make you feel? 
What was the impact on you/the RPIW process? 
To explore events or issues that were observed and allow 
comparison between researcher interpretation of events and 
participant’s interpretation of events 
What are your hopes or expectations now? To further explore what the RPIW means to participant in 
terms of what they want from the RPIW 
Do you have any other reflections, thoughts or feelings about your experience 
with the RPIW that we haven’t covered? 
To explore events or issues that were significant for the 
participant 
3rd interview (held at end of RPIW process) Reason for question 
What has happened since we last met? To explore events or issues that were significant for the 
participant 
How do you feel about what is happening? 
How would you describe your experience of the RPIW? 
What was it like being (RPIW role title)? 
What advice would you give to someone undertaking this role? 
To further explore the participant’s emotional experience  
Has the RPIW method helped or not? To explore how the RPIW process has influenced the 
participant’s experience  
Would you have wanted anything to have been done differently? 
Would you have done anything differently? 
To further explore experience of RPIW and role within RPIW 
Do you have any other reflections, thoughts or feelings about your experience 
with the RPIW that we haven’t covered? 
To explore events or issues that were significant for the 
participant 
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APPENDIX 17 EXAMPLES OF PARTICIPANTS’ REFERENCES TO EMOTION 
 
Direct participant quote Source 
I was quite happy  P2:10 
I really enjoyed it  P1:99 
I'm hugely immensely proud  P1:359 
I’m quite glad it’s all over P3:21 
Plodding on through the treacle that you sometimes feel you’re 
plodding on through 
P3:119 
I did get quite a headache and I did think, ugh, I can’t go through 
this again tomorrow 
Th1:141 
It was quite upsetting Th1:111 
It’s a frustration and you worry Th2:50 
I would say sad and then annoyed Th3:116 
This why it’s sad about this Tr1:91 
I’m really very disappointed Tr1:44 
Wow!  Happy! Happy person.  I’m really happy. I’m over the moon Tr2:19 
I was really, really pleased Wa1:307 
You go through that panic Wa2:17 
It’s just hope Wa3:279 
Disappointed Wa3:45 
It’s done wonders for my confidence Wa3:147 
It’s the unknown, you’re a bit nervous, you’re a bit apprehensive, 
you’re frightened of failure 
We3:157 
It’s that passion that drives it We1:105 
It was exhausting We1:381 
I was quite proud We1:155 
I’m mentally tired, you use a lot of energy both mentally and 
physically 
We1:390 
I think your emotions are up and down, so it’s sort of a rollercoaster 
of emotions really 
We3:176 
It was the desperation ’cos I was on the verge of it We1:335 
I’m a bit apprehensive We1:403 
You feel quite honoured to be a part of that We2:56 
It’s a bit of a let-down, it’s a bit of disappointment really We3:40 
Which is sad, I feel We3:1231 
Disappointed, really disappointed We3:204 
It’s like having a mammogram.  Anyone who tells you having a 
mammogram isn’t painful are lying because it’s the most painful 
experience you can go through. They mightn’t feel them emotions 
as the same as I did or at them points but they will feel some of 
that.  Up and down moments as and when they go through the 
process 
We3:195 
I felt quite valued actually To1:222 
Well the first day is like groundhog day, I really am getting fed up 
with that 
A1:139 
 
